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"Of all forms of discrimination and inequalities, injustice in health is the most shocking
and inhuman" (Chicago - Sun Times, March 26, 1966).
Dr. Martin Luther King, Jr.

CHAPTER I

INTRODUCTION

A conception that has been promoted by both Republican and Democrat
politicians is that "America has a world-class health care system." In June 2003,
President George Walker Bush described the U.S. health care system as "World-Class"
and in February 2000, President William Jefferson Clinton, stated during a speech to a
group of U.S. citizens, "we have the best health care in the world" (Bartlett and Steele,
2004). According to the World Health Organization (WHO) and many opponents of the
U.S. system, this is a gross misconception. "World-Class" would denote top tier in the
world. "Best" would signify number one in the world. This research questions whether
the U.S. system is either best in the world or even world class as represented by
Presidents Bush and Clinton. Conventional wisdom would suggest that the better the
health care system the more positively a society would score in relationship to overall
health status - infant mortality, maternal mortality, and life expectancy at birth. The
WHO defines health status indicators specifically for gathering and reporting purposes
and these definitions are expected to be utilized by government agencies collecting and
reporting data. Infant mortality rates are calculated by a ratio of how many infants die in
the first year of life per 1000 live births. Maternal mortality rates are calculated by a ratio
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of how many mothers die from the start of pregnancy through 42 days post-birth by any
cause medically related to childbearing per 100,000 live births. Life expectancy at birth is
the estimated life expectancy of an average citizen from birth in that group. How does the
United States compare on health status indicators domestically and internationally?
This research attempts to delineate the significant anticipated health status
disparities in the U.S., both internationally and domestically, and argue that these are a
result of structural inequalities. First, this research presents a comprehensive description
of the delivery of health care in the United States. Second, the presentation of the most
recent complete U.S. health status indicators for life expectancy at birth, maternal
mortality, and infant mortality are compared with 29 countries internationally.
International rankings from the Organization for Economic Co-Operation Development
(OECD) on each variable are delineated in four charts, and the t test statistic is calculated
on the rank orderings on each variable, and patterns of significance in differences in rank
are examined. Third, the most recent complete U.S. government health status indicators infant mortality, maternal mortality, and life expectancy at birth generated from
numerous U.S. government sources are examined vis-a-vis demographic variables - race,
income, and sex to determine the nature of the distribution of health within and between
different groups. Fourth, a critical examination and analysis of domestic health status data
includes one-sample t tests statistical analyses to determine the level of significance of
differences in the distributions within and between groups. Lastly, research findings are
discussed from a critical perspective, assumption of criticizing and changing society,
given anticipated health status inequalities to suggest structural inequalities in the
delivery of health care in the U.S. system are to blame for reduced health status.
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How is health status distributed in the United States in comparison to OECD
countries and within and across groups in the United States? How does the U.S. rank with
other OECD countries based on health status indicators—rates of maternal mortality,
infant mortality, and life expectancy at birth (the three leading indicators of a healthy
society according to the WHO (WHO, 2006)? How equitable are infant mortality,
maternal mortality, and life expectancy at birth distributed within and across groups in
the United States based on race, income, and sex?

Statement of the Problem

This research contributes to understanding of health care delivery and its
distribution and the nature of consequences in health care measures/indicators as well as
the stature of the U.S. in health care in comparative perspective. This research is expected
to correct the misperception of being best in the world and world class, by presenting the
international ratings in health status and by demonstrating how the effects of health care
are differentially distributed along demographic groups-which is to say in a
discriminatory fashion.
This research utilizes critical theory as the foundation of investigation. It allows
this research to examine the differences in health status internationally and domestically
for structural answers to the perceived problem. This research offers a critical theory
interpretation for the expected inequalities by examining the structural inadequacies
inherent in a heterogeneous society like the United States-a society that conceptualizes
universal access to health care resources as a high-priced privilege not an affordable
right. The critical theory grounding allows this research to critically examine the power
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elite's reasoning for promoting an inadequate health care delivery system promoting
reduced health status among minority groups and the propaganda utilized to gain a "false
consciousness" acceptance of this system by the masses.
The literature is littered with international comparisons between the United
States' life expectancy, infant mortality, and maternal mortality rates and the rest of the
OECD countries. As to say, the U.S. has a 27th 2005 ranking in infant mortality or a 24 th
in life expectancy and maternal mortality. On the surface these rankings seem to validate
this research assumption that the United States health care delivery system does not
produce top health status in international comparisons. However, these health status
comparison rankings do little more than position the United States internationally based
on these indicators. A 24* ranking may not be problematic because it is not statistically
significant. If there is very little difference between the U.S. infant mortality raw rate and
the first ranked country then the ranking is not a valid measure of the misconception
promoted by this research - that the United States health care delivery system is world
class or best in the world by generating high health status.
This research strives to add to the literature and further the discussion of the
perceived inadequacies of the health care delivery system in the United States. This
research attempts to further the community understanding by examining these data to
determine whether statistical significance exists. The literature review does not produce
any study that specifically examines these health status indicators in comparisons within
the OECD to determine statistical significance. Furthermore, literature review does not
offer adequate research to examine the perception promoted by this research that the
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health care delivery system is the problem for the reduced health status within differing
groups in the United States.
This research strives to enhance the structural component of health care delivery
debate to further the acceptance of a universal program offered in the Obama care plan.
The research attempts to comprehensively examine expected health status inequalities
and argue, based on critical theory assumptions that the structure of health care delivery
is foundational in promoting these inequalities and to add to the President's contention
that a universal mandate is warranted. The Obama care plan argues the non-universal
structure of health care delivery in the United States is discriminating and this plan will
address this social problem. This research utilizes examination of health status measures
to offer validation for the President's claim that the system is structurally biased.
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CHAPTER II

LITERATURE REVIEW

Health care researcher J. R. Reid (2009) suggests there are four delivery models Bismarck, Beveridge, National Health Insurance (a combination of the first two), and
out- of- pocket. Basically, most health care researchers suggest there are three delivery
models of health care systems recognized internationally - Bismarck, Beveridge, and
Entrepreneurial (Kutzin, Ibraimova, Jakab, and O'Dougherty, 2009; Matcha, 2003). This
research examines each system's characteristics with respect to government/private
control, method of financing, universal access, and costs associated with health care
delivery within the system discussed. Each system has distinctive characteristics that are
examined that range from total government control to free market, from public to private
financing, from universal to non-universal access, and from high to low costs with
respect to the countries' Gross Domestic Product (GDP).
The macro level examination of the delivery of health care resources
internationally includes two variables: affordability and accessibility. The affordability
variable examines financing of health care services in a given population. Is the system a
private or public system through either a single-payer or multi-payer system and at what
cost to the population based on percentage of GDP. The accessibility component
examines the universal or non-universal delivery of health care services within the
country.
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Bismarck Model

The Bismarck health delivery system is commonly referred to as "social health
insurance" and is named for the Prussian Chancellor Otto von Bismarck (Kutzin,
Ibraimova, Jakab, and O'Dougherty, 2009; Reid, 2009; Matcha, 2003). His goal was to
establish an insurance system to protect workers against catastrophic risk including
illness. This health care system is tightly controlled by the government to ensure cost
controls.
This type of health care delivery is based on a private ownership principle. The
privately owned nonprofit "sickness funds" contract with the privately owned medical
personnel as a group to set pricing, not the government. This model is financed jointly by
employers and workers through payroll deduction and repayment of all services is
centralized through one payee or "sickness fund." Not unlike the U.S. Medicare system,
this delivery system has very tight regulations to control costs. This reduces the overall
operating expenses of the system (Kutzin, Ibraimova, Jakab, and O'Dougherty, 2009;
Matcha, 2003).
The Bismarck health delivery system is cost effective in respect to what the
country receives for its investment. This type of health care delivery is universal for all
the citizens within the country. The cost of delivering this type of health care is
substantially lower than with the U.S. system. In 2008, the last complete reporting of
health care costs per GDP, the United States spent approximately 16% of its' GDP to
deliver health care to 85% of the population (OECD, 2009). Many countries employ this
system with less burden to their GDP, including Japan (8%), Germany (10.7%), France
(11%), Belgium (10.2%), Netherlands (9.8%), and Switzerland (10.8%), while providing
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basic universal health care services to 100% of their populations (OECD, 2009). This
research will briefly examine the health care system in Japan as representative of a
Bismarck model. Levin and Wolfson (1989) suggest:
Japanese health care is delivered, financed, and managed in a sociological
environment in which excellence is expected, harmony cultivated, and conflict
resolved through negotiation. Japan's government, insurance schemes, hospitals,
physicians, and patients seek to carefully maneuver resources, politics, and
culture to ensure a balance in the nation's health care system (p. 312).
Little has changed in the structure of Japan's health care delivery system since the
comments of Levin and Wolfson according to health care researchers Reid (2008) and
Fukue (2010). Japan's delivery of health care services was, and is a model of efficiency
(WHO, 2006). The health care services are delivered through roughly 200 private
"sickness funds" that do not make a profit. Sickness funds are similar to U.S. health
insurance companies, except they are not-for-profit. The fund managers are paid a salary
based on the number of "insured" they oversee. These companies are like any not-forprofit organization in the United States where all the monies (after expenses) are spent on
the main cause - in this case, the insured. This tightly regulated system allows for fiscal
control with respect to health care costs while ensuring the health of all Japan's citizens.
The Japanese ranked 8th lowest out of the 30 OECD nations in total health care
expenditures per GDP (OECD, 2009). The Japanese spent 8.0% of their GDP on health
care services in 2006 (OECD, 2009). As discussed earlier in this research, the Japanese
are spending a lower percentage of their GDP to insure all citizens in their Bismarck
model of health care.
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The Japanese health care system offers a universal program to all its citizens. It is
mandatory for all citizens to participate in the health care system financially. According
to Graig (1999), "Japan does not allow anyone to opt out of the mandated health
insurance system to purchase private insurance for benefits covered by the national health
insurance program" (p. 98). Reid (2008) analysis contends all citizens still participate in
the program's benefits and costs. The WHO analysis of the Japanese system contends the
government regulations and rules prohibit its citizens from refusing the mandated system
in favor of a private insurance option (WHO, 2006). Furthermore, the Japanese citizen
has a constitutional right to public health benefits (Kukue, 2010; Reid, 2008; Matcha,
2003). The Japanese citizen benefits from participating in this type of health care delivery
system by living in a country with the highest life expectancy and one of the lower infant
mortality rates in comparison to other nation states.
The OECD 2009 health status report ranked the Japanese number one in life
expectancy and very high in infant mortality rates worldwide. At 82.6, Japan is at the top
of the fourteen OECD nations to surpass the 80-years-old threshold in life expectancy.
Japan is fourth lowest worldwide with respect to infant mortality rates at 2.6 deaths per
1000 live births. Infant mortality rates are inverted, thus making Japan a world leader in
producing positive infant mortality rates.
According to some health care researchers, Japan is getting more for its health
care money than most nations with respect to health status indicators (Fukue, 2010; Reid,
2008; Matcha, 2003). Is the Bismarck Model superior to the other two health system
models in promoting higher levels of health status within the countries utilizing this
model? An examination of the Beveridge Model is necessary to advance the discussion.
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Beveridge Model

The Beveridge health delivery system is named for its inventor Sir William
Beveridge of Britain (Matcha, 2003; Kutzin, Ibraimova, Jakab, and O'Dougherty, 2009).
His goal was to establish a government sponsored single - payer insurance system
financed through tax payments. His system would be financed the same as a government
police force, public library, or public school system. Most health care entities such as
physicians, hospitals, and clinics are government owned or employed. According to the
National Health Service (NHS), this health care system is tightly controlled by the
government to ensure cost controls.
This type of health care delivery is based on a socialist principle of societal
ownership. The government owns most of the means of health care production (NHS,
2010; Matcha, 2003). Unlike multi-payer systems, this system bills for all health care
services through only one source - the government. The Centers for Disease Control
(CDC) reports the U.S. Department of Veterans Affairs (VA) utilizes this type of
government owned and regulated delivery system; repayment of all services is
centralized through one payee through government ownership (CDC, 2009). This reduces
the overall operating expenses of the system.
The Beveridge health delivery system is cost effective in respect to what the
country receives for its investment. This type of health care delivery is universal for all
the citizens within the country. The cost of delivering this type of health care is
substantially lower than with the U.S. system. In 2008, the United States spent
approximately 16% of its GDP to deliver health care to 85% of the population (OECD,
2009). Many countries employ the Beveridge system at a reduced stress to their GDP

10

including Canada (10%), Great Britain (8.3%), Spain (8.4%), New Zealand (9.2%), and
most of the Scandinavian countries to insure all their citizens (OECD, 2009). This
research will briefly examine the health care system in Great Britain as representative of
a Beveridge model.
The Great Britain health care system is modeled after the Beveridge System. For
the most part, the means of delivering health care services within Great Britain are owned
by the government or the people. Angus (1997) states that this model is characterized by
"universal coverage for the country's residents, financing derived by national general
taxes, and some form of national ownership/control of the factors of production" (p. 26).
Roemer (1991) refers to this system as "a health model for the entire world" (p.191).
Matcha (2003) refers to the Great Britain system as "the world's largest managed-care
organization" (p. 76). The NHS (2010) newly approved constitution present goals for the
system,
•

the provision of high quality care that is safe, effective and focused on patient
experience

•

in the planning and delivery of the clinical and other services it provides

•

in the people it employs and the education, training and development they receive

•

in the leadership and management of its organisations

•

through its commitment to innovation in the promotion and conduction of
research to improve the current and future health and care of the population
The system is single-payer and universal in its coverage of the British citizens.

Matcha (2003) utilizes Heppell's discussion to illustrate the universal nature of the
coverage. He states,
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The NHS is an entitlement that ensures a number of rights to British citizens.
These rights include the following 1) to be registered with a general practitioner
(GP); 2) to be referred to a consultant acceptable to him or her where the GP
thinks it necessary; and 3) to receive emergency medical care at any time (p. 77).
The British system deems it a legal right to access basic medical care for each citizen
(NHS, 2010).
According to the latest data available on cost distribution within the Great Britain
system, it is primarily publicly funded through general taxation. Thus, 85% of the total
health care expenditures are from public funding. Approximately 4% is derived from
private sources. The remaining 11% are out-of-pocket expenses assumed by the insured
(Matcha, 2003). The private sector expenditures are partially a result of citizens
purchasing private insurance to off-set or reimburse out-of-pocket expenditures not
covered within the general system.
Statistics provided by the 2009 OECD Health Data Report suggest this health care
model produces average or better health status results and costs with respect to other
OECD nation states. The British spent 8.4% of its GDP on health care expenditures in
2006. The life expectancy for a British citizen born in 2006 is 79.5 years. The infant
mortality rate for the British in 2006 year is 5 per 1000 live births. The British ranked
average or better on both of these statistics within the 30 OECD nations. Based on health
status indicators only, the Beveridge Model performs adequately while keeping overall
costs manageable for the United Kingdom. An examination of the United States health
care delivery system allows for a discussion as to the adequacy of the Entrepreneurial
Model with respect to health status indicators and costs.
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Entrepreneurial Model

The United States of America is the only first-world country to employ the
entrepreneurial health system model. A critical examination of the U.S. health care
delivery system is a representative presentation of this model. The United States health
care delivery system is a combination of some components of the Bismarck and
Beveridge models with distinctively entrepreneurial characteristics with regards to
financing. The Entrepreneurial Model is based on the private sector profiting in
delivering health care services to the U.S. citizenship (Kutzin, Ibraimova, Jakab, and
O'Dougherty, 2009; Reid, 2009; Matcha, 2003).
The U.S. health care system utilizes 7 different financing vehicles to deliver
health care services to its population: Medicaid, Medicare, TRICARE (active military
health insurance program), Veterans Administration, individual purchased private
insurance, group purchased private insurance (employer based), and individual private
funding (uninsured). These utilize a mixture of private and public financing options to
achieve its' goal of delivering health care (Kutzin, Ibraimova, Jakab, and O'Dougherty,
2009; Weitz, 2006; Matcha, 2003).
The VA, TRICARE, Medicare, and Medicaid systems are based on a non-profit
government sponsored single-payer system and are the most cost effective systems.
According to most recent released cost analysis, Medicare's single payer system has an
administrative cost of approximately 3% (Medicare.gov, 2005). These government
sponsored programs have characteristics of both the Bismarck and Beveridge Models.
They are universal within specific groups, and are non-profit, single-payer systems. By
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comparison, the multi-payer non-universal private system utilizes profit and numerous
entities for payment in driving up their administrative costs.
Based on figures from the last decade, the financing of health care services is
varied, and is predicated upon both private and public resources. The United States health
care system is a hodgepodge of services based on a fee-for-service multi-payer system.
The structure of the system leads to high overhead costs, making it the most expensive
health care system in the world. There is a specific fee charged for every medical
procedure, from an office visit for a spot on the skin, to the removal of the spot, to a
pathology report of the skin biopsy. There is a charge for the physician consult, a charge
for the pathologist to consult and remove, a charge for each thing needed in the removal
procedure (a charge for anesthetic, needle and syringe to apply anesthetic, a charge for
the scalpel used to remove the spot, a charge for transporting tissue to pathology, a
charge for the "gross" examination room, and a charge to the pathologist reading and
dictating results of effected tissue). Furthermore, all charges may have different payers
for that part of the procedure. Some of the charges may have a deductible or co-payment
schedule before insurance reimbursement begins. Some of the charges may not be
covered at the maximum amount allowed in the patient's insurance plan because the
procedure is considered experimental, excessive, or the pathologist examining the tissue
is "out of network." In this scenario, there could be a possibility of seven different
billings sent by seven different billing stations to both the insured and the insurance
provider, a leading cause of exorbitant administrative costs; upwards of 30% or more in
comparison to Medicare's 3% (Medicare.gov, 2005; Woolhandler, Campbell, and
Hemmelstein, 2003).
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The U.S. health care system spent roughly $2.3 trillion in 2008 (CMS, 2011).
According to the Centers for Medicare and Medicaid Services (CMS) report, the U.S.
spent $7681 per citizen on health care in 2008. Only 85% of the U.S. citizens received
medical insurance coverage. Switzerland was in second with $4417. Switzerland is a
country that insures all its citizens with medical care. Furthermore, the U.S. spent a
higher percentage of its GDP at 16.2% (CMS, 2011) more than any other country in the
world; France ranked second at 11 %. France offers basic medical coverage universally to
all its citizens (OECD, 2009). What factors contribute to such a high rate of spending in
the U.S. in comparison to the rest of the world, while insuring less of its population?
There are many factors associated with the high costs of providing health care in
the United States. Medical technology and prescription drugs are the two most discussed
by proponents of the system. However, most OECD nations utilize advanced medical
technology and pharmaceuticals within their health care system. The most costly
problem(s) within the system are costs associated with administrative expenses within the
multi-payer system. Approximately 31%> or 31 cents out of every dollar spent on health
care in the U.S. goes to support administrative costs, not patient care. Conversely,
administrative costs in Canada were 16.7%, second highest internationally (Woolhandler,
Campbell, and Hemmelstein, 2003). Perhaps an even more staggering figure is that only
3% of Medicare costs are administrative, a government health care program which
provides health care to approximately 40 million retired or disabled citizens (CMS,
2011). This means the bulk of the administrative costs are consumed by "for-profit"
private providers: insurance companies, pharmaceutical companies, private billing firms,
and hospital/clinics. According to Woolhandler and Himmelstein's (1997) research on
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health care costs, "for-profit" hospitals in the U.S. averaged 34 % in administrative costs
compared to 22.9 %> for public hospitals. Every dollar going into administrative costs,
which consists in part of huge bonuses to executives (Herzlinger, 1997), goes to maintain
a greater bottom line (stockholder profit), and makes less available for patient care
(Bartlett and Steele, 2004). Regina Herzlinger (1997) reports in her book titled Market
Driven Health Care, "An HMO (Health Maintenance Organization) turned down a dying
woman's request for therapy that might have saved her life based on cost effectiveness,
yet that year gave one top manager $18,000,000 in a final compensation package when he
left" (p. xxiii). This research found the most recent comprehensive research on
administrative cost associated with the private sector of health delivery and the critical
theoretical perspective utilized in this research contends it is "hidden" in the bureaucracy
of structure to mask the levels of profit being generated in the private system.
How does the U.S. finance these services? Employer-based health insurance has
been an integral part of America since the Depression (Shi and Singh, 2005). In 2004,
59.8% of the insured were covered under an employer-based program, down from 60.4%
in 2003. This constitutes a drop of 850,000 people and accounted for slightly over 50%> of
health care expenditures nationwide (U.S. Census, 2005). The participation of employees
in group health insurance plans has dropped from 1965 to the present. In 1965, 75.1% of
the insured were through employer-based and private plans, and the public sector was
responsible for 24.9% of the health care cost (U.S. Census, 2003). However, the
implementation of Medicare in Medicaid in 1965 (Medicare.gov, 2005; Bartlett and
Steele, 2004) dramatically reduced the percentage in the next five years from a high of
75.P/o in 1970 to 62.2% in 1975. The high amount of uninsured has pushed the public
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sector of health care expenditures from 37.8% in 1970 to approximately 46% in 2006
(U.S. Census, 2009). The per capita spent on health care in 1965 was $205. In 2008, the
average cost per capita was $7681, and a reduction of private dollars from 75% of the
total expenditures in 1965 to 54% of total expenditures in 2006. Furthermore, citizens
have less disposable income because health care spending per capita increased from
12.1% in 1980 to over 20% in 2007 (U.S. Census, 2008).
Is the employer-based system working? If the 2008 census data on national health
expenditure the U.S. government released are correct, then the answer is no. The private
sector is picking up less of the cost every day, and the public sector is footing more of the
bill every day. These numbers are realistic on the surface, but they are deceiving upon
analysis. One example of how this is the case is found in how the employer-based health
insurance cost is actually forwarded on to the public sector (consumers).
Health insurance premiums account for approximately $1500 (A. T. Kearney Inc.,
2005) of every vehicle General Motors (GM) produces. Every person buying a General
Motors vehicle and driving that vehicle for 48 months is paying approximately $31.25
monthly for GM employee health care insurance. GM is not the only capitalist entity that
passes the employee health insurance premiums on to the consumer, 45 million of whom
have no health insurance. This is the ultimate double whammy: 1) the uninsured has no
health care reimbursement from their employer, 2) all corporations include the cost of
employee health care benefits in determining the selling price of their products or
services, and thus the uninsured indirectly pays for private health care benefits for others.
Corporations are paying for benefits (on paper) that are in reality being passed on to the
consumer or public sector through business tax write-off. Recently, employers are
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starting to pass more of the cost on to their employees. Will this reduction in corporate
expense translate into lower sticker prices or to maintain profit? Status quo would dictate
that the savings from passing higher insurance premium costs on to the worker would
mean no reduction to the consumer at the expense of the profit margin.
The uninsured in the United States suffer every day of their less healthy and
shortened lives. A study, conducted at Harvard Medical School and Cambridge Health
Alliance, found that uninsured have a 40 percent higher risk of death than their privately
insured counterparts, up from a 25 percent excess death rate found in 1993 (Harvard
Science, 2009). Dr. David Himmelstein suggests "The Institute of Medicine, using older
studies, estimated that one American dies every 30 minutes from lack of health insurance,
even this grim figure is an underestimate — now one dies every 12 minutes" (Harvard
Science, 2009, p.l).
The U.S. system does not offer basic health care to all its citizens. All first-world
countries offer universal basic health care to their first-class citizens. South Africa
classifies certain ethnic group members as second-class citizens and not deserving of
basic first-class status benefits. At any given time there are approximately 46 million
uninsured citizens in the United States of America (OECD, 2009; Weitz, 2007). Another
50-plus million underinsured citizens have health insurance coverage (U.S. Census, 2008;
Weitz, 2007); however the costs associated with that coverage do not allow them to
access insurance for basic health care. Their deductibles [amount paid by the insured
before any reimbursement payment] and co-payments [a pre-determined payment prior to
insurance payment] are at a level too high for the consumers to afford.
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Statistics released by Harvard researcher Dr. Atul Gawande (2009) reveal that an
uninsured emergency room patient is twice more likely to die than an insured person. At
the time of this research the National Academy of Sciences were set to issue an update on
the effects of being uninsured, however this is the most recent data available for this
research. According to the National Academy of Sciences (2004),
1) People without insurance receive about half the medical care of those who have it.
Consequently, they are on average sicker and tend to die sooner;
2) Roughly 18,000 people die each year because they do not have insurance;
3) In 2001, only half of uninsured children in the U.S. visited a physician during
2001, compared with three-quarters of privately insured children;
4) In 2001, taxpayers spent roughly $39 billion in unreimbursed medical care for
uninsured Americans;
5) The poorer health and premature deaths of uninsured people cost taxpayers
between $65 billion and $130 billion a year.
The 2008 U.S. Census states 74.2% of uninsured Americans have a household
member in the work force. The average worker is under the age of 65 and the employer
does not offer health insurance, yet the worker makes too much to qualify for public
health assistance (Medicaid), while not making enough to finance the high cost of an
individualized health insurance program, or a pre-existing condition makes them
ineligible for coverage (U.S. Census, 2009). A conservative estimate is that 33%) of U.S.
citizens cannot effectively access the U.S. health care system due to financial limitations
associated with no health insurance and/or high deductibles and co-payments when
insured, and approximately 50% would be in financial ruin with a catastrophic illness
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(Congressional Record, 2008; Bartlett and Steele, 2004; Amara, et. al., 2003; Lamm,
2003; Weitz, 2001; Herzlinger, 1997). The Institute for the Future (2003) forecast is even
more disturbing. By early in the next decade, the "tier" system presented by Institute
researchers suggests that only 38% of the citizenship will be "empowered consumers," or
those chosen few that will have complete access to health care services, and 34% will be
"worried consumers" who can only access the system under the strict guidelines of their
health insurance provider's rules, co-payments, and deductibles. The remaining 28% of
consumers are realistically labeled "excluded consumers," with no formal means of
accessing the U.S. health care system. If this prediction is true, then approximately 62%
of all U.S. citizens could be in financial ruin with less than a catastrophic illness. Many
are going to lose everything: their wealth, health, home, dignity, and lives. According to
Dr. Steffie Woolhandler (2002), the main cause cited by 50% of bankruptcy filers in the
U.S. in recent years was unpaid medical expenses. On July 17, 2007, Professor Elizabeth
Warren from the Harvard Law School testified before the House Committee on the
Judiciary that rising health care costs are linked to increased bankruptcy rates among the
middle-class. She states that since 2000, "an estimated five million families have filed for
bankruptcy in the aftermath of serious medical problems. The current health care finance
system is bankrupting hard-working, play-by-the-rules American families" (Sheldon,
2008). Physicians for National Health care Program (PNHP) reports that of the people
affected annually by "medical bankruptcies," 75% of the group were insured when they
contracted their illness. A Harvard study suggests, "Rising health care costs, skimpier
policies and the cancellation of coverage when illness causes a job loss have augmented
the financial risk for those with insurance. The heightened risk is reflected in the 2200%
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increase in bankruptcies since 1981" (Himmelstein, 2005, p.l). "It's a cruel irony that in
trying to help our patients we often ruin themfinancially.We heal their bodies, but inflict
lasting financial wounds," said Dr. John Geyman, PHNP President and former Chair of
the Department of Family Medicine at the University of Washington (Himmelstein, 2005,
p. 1). Dr. Quentin Young, PHNP National Coordinator, states, "The paradox is that the
costliest health system in the world cannot provide decent, accessible health care to all
Americans" (Himmelstein, 2005, p. 2). In contrast, all other industrial democracies have
the answer: national health insurance financed by progressive taxes (Himmelstein, 2005).
In terminology the average citizen can understand, the call or demand is for Medicare for
all—a government sponsored universal program.
The U.S. citizen suffers at higher rates of morbidity, a state of less than optimum
health, than people in other nations. However, this should not come as a surprise. When a
sizable portion of the population lacks access to health care, particularly preventive care,
one should expect that they would also be likely to experience more years of disability
The trend against preventative care in the U.S. will continue with political decisions
similar to the removing of annual physical reimbursement costs for Medicare recipients
that took place in early 2000 (Medicare Benefits Workshop, 2005). The Republican
controlled Congress' approval to accept this form of savings reinforced the perception of
the leaders being out of touch with what is needed to improve overall health in the United
States. Good health, early diagnosis, and preventive medicine are cost-saving measures in
preventing heart attacks (the first leading cause of death), cancer (second), and stroke
(third). These are inexpensive measures in comparison to costlier acute care after a
disease has progressed (Harvard Science, 2009; NCHS, 2002; Weitz, 2001). Lack of
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availability of preventative care and high out-of-pocket expenses prevent many from
visiting a health care provider until a catastrophic illness forces them into a high cost
health care environment, such as a hospital emergency room. Many such episodes could
be treated in a primary physician's office if identified early through regular checkups to
reduce cost to the consumer.
As discussed earlier, an uninsured person pays for more acute episodes of illness
than an insured person. An uninsured person suffers from costlier acute episodes at rates
higher than insured individuals. A lack of preventive and routine health care has been
directly related to the development of advanced, costlier conditions as an example, an
uninsured person may spend 3-5 days in a hospital for pneumonia after suffering acute
symptoms for a period of time without treatment. Likewise, an insured person can
financially access a health provider sooner for successful at-home treatment. A brief
hospital stay will cost thousands of dollars more than a series of at-home treatments.
The place of health care treatment adds to the cost of services. The uninsured
utilize the costliest form of health care more often than the insured, namely the hospital
emergency room. The federal government requires hospitals to treat citizens without
regard to ability to pay if the hospital receives government reimbursement such as
Medicare payments, but only in life-threatening situations to stabilize. Non-life
threatening emergencies may not be treated in a hospital without an ability to pay as
services are rendered. It has been my experience a primary care office visit for treatment
prior to the development of pneumonia in Grant County, Indiana is $50 to $70.
Experience has taught me most primary care physicians will not only offer adequate
diagnosis and medical treatment, but will supply the patient with pharmaceutical samples
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if the patient does not have access to prescription reimbursement. An emergency room
visit for this same condition will cost approximately $300 to $500 based on the amount of
diagnostic testing, and seldom are pharmaceutical samples given. Prescriptions drugs
given to the patient are charged to their emergency room bill, a difference of potentially
$500 in disposable income to the consumer for just one non-hospitalized acute illness. If
hospitalization is needed, the cost could be in the thousands for treatment for pneumonia
(Bartlett and Steele, 2004).
Finally, the most shocking form of price gouging of the uninsured is charges
accrued from the health care provider. Health care providers, most commonly hospitals,
have been given government-sanctioned free reign to price gouging the uninsured
consumer. Proponents of this pricing structure utilize the free-market economic principles
as their rationale. Health Maintenance Organizations (HMO) and government programs
such as Medicare and Medicaid agree ahead of time on the "customary charges" for
services (CMS, 2010; Bartlett and Steele, 2004). The uninsured will be charged anything
the provider determines to be "customary" within a free-market. When a patient is in an
emergency state of health, the patient cannot "shop" for the best rate, and is therefore, at
the mercy of the provider. The uninsured is not billed or expected to pay the same for
health care services as those with private or government health insurance (Bartlett and
Steele, 2004). Does this mean the free-market health care delivery gives those with the
least adequate financial means a lower charge for services rendered? No, it is quite the
opposite.
An uninsured patient will pay more, much more, than an insured patient for the
same procedure. Investigative journalists D. L. Bartlett and J. B. Steele (2004) in their
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book titled Critical Condition, present numerous examples as evidence to demonstrate
this as common practice. The Oklahoma University Medical Center charged an uninsured
patient $85,400 for a craniotomy procedure. The average privately insured would have
been charged $15,600 and a Medicare patient $13,900. This Oklahoma hospital is in the
largest "for-profit" hospital chain in the country—HCA, Inc. An Orlando, Florida
hospital charged an uninsured patient $35,200 for an appendectomy. The average private
insurer would have been charged $7000 and a Medicare patient $6200. This hospital is
owned by the Seventh Day Adventist Church. These two examples are not isolated
incidents - every type of hospital, from privately owned church affiliated to "non-profit"
to university, has a billing structure similar to those just mentioned (Bartlett and Steele,
2004). How can this practice of charging thousands more to one patient than another for
the same procedure be acceptable? It is defended as fair trade practice. Fair trade
practices are regulated by the U.S. government based on an interpretation of the capitalist
ideology. These are defined, incorporated, and regulated by policymakers; many of
whom owe their political careers to health care provider financial support. Health care
provider political donations are second to financial industry political donations (Bartlett
and Steele, 2004).
HCA Inc. is the largest "for-profit" hospital chain in the country, and they abuse
the uninsured financially by $2.1 billion in overcharges in 2001 alone (Bartlett and
Steele, 2004). HCA Inc. is the end result of a company started by millionaire Dr. Bill
Frist's father and brother. Incidentally, the heart surgeon, Dr. Bill Frist, is more
commonly referred to as the former United States Senate Majority Leader of 4 years from
January 3, 2003 to January 3, 2007, and was arguably the most influential member of the
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U.S. Senate. HCA Inc. had total 2003 revenues of $21.8 billion, a third of which came
from Medicaid and Medicare reimbursement dollars (Bartlett and Steele, 2004). HCA
Inc. has defrauded Medicaid, Medicare, and TRICARE more than any other health care
provider in history. It has paid a total of $1.7 billion in penalties, which may be
surprising, but this is reported as only a fraction of the profits from the fraudulent
practices (Bartlett and Steele, 2004). Only in Washington can this situation not be called
a conflict of interest.
There have been laws enacted by the same Congress to protect society from
Medicaid fraud with penalties of total reimbursement of financial gain and criminal
sanctions ranging up to imprisonment for private citizens (Medicare Benefits Workshop,
2005). However these same legislative bodies, the Senate and House of Representatives,
have enacted laws to protect corporations from total financial reimbursement for
fraudulent practices, by establishing financial penalties (fines) instead of total
reimbursement, which only account for a fraction of the profits generated by the crime.
Could the political gravy train enjoyed by health care providers' political donations be on
shaky ground, not yet? According to Fredreka Schouten of USA Today, 2010 House
Minority Leader John Boehner has collected nearly $7.1 million from special interest
groups - mostly from insurance companies, drug manufacturers, and Wall Street; all of
which have a huge financial stake in maintaining an entrepreneurial health care system in
the United States. How much longer can politicians turn their back on a fellow citizen's
health that is being sold for corporate profit? How much longer will the American
citizens allow special interest purchased congressional leaders utilize fear to maintain a
health care system that is structurally discriminatory to large groups of voiceless people.
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Will the American masses continue to allow corporate executives to reap huge bonuses
while refusing to approve life-saving treatment for their family, friends, or neighbors due
to an unequal distribution of health care resources?
The examination of the three models of health care systems internationally
suggests that basic universal health care services in a country produces positive results
for citizens with respect to health status indicators. The United States is the only firstworld country that does not offer health care services universally to its citizens. This
research suggests that the perceived failure of the United States to offer basic universal
health care services accounts for an unequal distribution of health status within the
population. Why is the United States, as Duane Matcha (2003) contends, an outlier?

Historical Defeats of Universal Health Insurance

The most powerful voice in the medical system in the 1930s was the American
Medical Association (AMA). The AMA membership was determined to dictate health
care to protect their financial interests (Quadagno, 2004). The progressive era was
instrumental in promoting changes to benefit citizens within the U.S. One such proposal
was a state-funded insurance program in which health care services would be
administered universally through the U.S. government. However, the physicians lobbied
against and defeated the first proposal of a national health care system, arguing that the
government did not have the expertise to control health care (Hoffman, 2001).
The next battle between national health care system proponents and the AMA was
with the Social Security Act of 1935. It is reported the AMA campaigned against the
inclusion of a national health care system in the Act. Quadagno writes, "the largest

26

expansion of federal authority into the social welfare system in American history, the
Social Security Act of 1935, did not include national health insurance" (2004, p. 29). The
debate or battle would re-surface during the Harry S. Truman years.
Monty Poen, in his book titled Harry S. Truman versus the Medical Lobby (1979)
suggests the AMA was "perfect" in their opposition organization. The AMA initiated a
"National Education Campaign" to organize support against Truman's national health
insurance initiative. Poen (1979) describes the conservative physician association as very
structured and controlling from the county level up through their national lobbying
efforts. Their efforts included aligning with powerful insurance companies, drug
companies, and other health care service providers, against the proposed government
program. Furthermore, Poen (1979) reports on the AMA political efforts as well. Political
action groups such as "Healing Hearts" and "Physicians for Freedom" rallied support for
the fight against socialist medicine. The groups played on the communist fears of the
times in the U.S. to describe a national health system as a product of the "red scare" or
Socialism. Quadagno contends that while "in 1945, 75 percent of Americans supported
national health insurance, by 1949 that figure had declined to only 21 percent" (2004, p.
30). Six democratic senators supporting the national health insurance proposal were
defeated in the 1950 election due to the political action of the AMA structured
opposition. Once again financial autonomy for the American physician won out over the
universal coverage of the U.S. citizens. During arguably the most opportune time in U.S.
history for a national health insurance success, the AMA determined the outcome.
Quadagno presents three key elements for the AMA success:
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it mobilized economic resources and drew upon its organizational capacity to
arouse members, stimulate grassroots activities and reach deep into communities
to foment opposition to national health insurance; the AMA succeeded in framing
national health insurance as a Communist plot and its supporters as communists;
the AMA organized other anti-welfare state groups into a coalition to spread its
oppositional message across a range of venues (2004, p. 31).
The AMA was instrumental in circumventing any attempt at national health
insurance. In the 60 years since Truman's proposal, things have changed significantly
with the entrance of the trade unions. In 1947, the Taft-Hartley Act was an assault by the
business community to reduce the effectiveness of the unions' recruitment activities
(Lichtenstein, 1989). The unions utilized health benefits as a tool of negotiation for its
members. They attempted to garner the best health care benefits possible to further their
memberships' status and increase membership. From 1946 through 1957, Klein (2003)
reports that health insurance union membership rose from 1 million to 12 million with an
additional 20 million in dependents covered (Quadagno, 2004).
The development of the trade unions' bargaining tactics did not promote a
national health insurance program. These organizations were very well structured and
political. The membership was mostly affiliated with the same political causes as the
leadership. A national health insurance program would be counterproductive to the
unions' mission to offer their membership better benefits than non-union workers. While
other countries' unions were pressing for government-supported national insurance
programs to be offered universally, the U.S. trade unions were aligning politically with
the private supported sector on all but one issue: retiree benefits (Quadagno, 2004).
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The unions did not want to utilize scarce economic resources to supply
"excessive" benefits to their retirees. The union looked to the federal government and
received Medicare. Medicare was being touted as a supplement to a retirees' savings and
other resources against catastrophic illness. The AFL-CIO politicized Medicare as a
deserving benefit to the old (Quadagno, 2004). The insurance companies teamed with the
trade unions in support of the program. The insurance industries realized there was little
to no profit in caring for the aged and disabled, two groups most likely to utilize health
services the most. However, the industry did foresee profit in Medicare supplements to
assist recipients with program mandated co-payments and deductibles (Medicare Benefits
Workshop, 2005). Once again, the AMA was back in the political arena lobbying against
another government-sponsored socialist medicine program. This time the AMA did not
have the political clout to defeat the proposal and thus the Medicare bill was signed by
President Johnson on July 30l , 1965 along with Medicaid, a federal sponsored and state
administered health insurance program for the poor (Medicare Benefits Workshop, 2005).
All other initiatives to institute a government sponsored universal health care
program have been met with the same communist/socialist slant. The Kennedy-Mills
proposal for universal coverage was defeated. The Clinton administration promised a
health reform bill during the first 100 days in office, but other more pressing issues such
as North American Free Trade Agreement (NAFTA) took the spotlight (Quadagno,
2004). Clinton's spouse, Hillary spearheaded an attempt at universal coverage; however,
the political powers, including the AMA and Republicans in Congress, stopped it before
it even came to a vote. In my opinion, the first lady's proposal for universal coverage was
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not a single-payer system and would have created a system overburdened by excessive
administrative costs and health care industry profits.

Development of Health Insurance

The mode of payment for health care resources prior to the progressive era was
individuals paying for services with money or goods. The payment of health care services
started to change in the 1930s to a third-party payment system (Quadagno, 1994). The
depression caused hospitals to develop a system of reimbursement to allow patients to
utilize their services during times of economic hardships. The American Hospital
Association (AHA) formed Blue Cross, with the blessing of the American Medical
Association (AMA), as a pre-payment insurance organization to assist patients with costs
associated with hospitalization only (Law, 1976). Individuals would pay a monthly fixedamount (premium) of money to receive free hospital services as needed. The hospital
would then charge Blue Cross for all services rendered when an "insured" utilized the
hospital. Likewise, the modern-day insurance companies were created and starting
offering "indemnity" polices to assist with health care costs not related to hospitalization.
The insurance industry became the sole avenue of health care reimbursement for the
private sector and was under the control of the AHA and AMA. The system started to
shift under the Nixon administration to include managed care entities such as Health
Maintenance Organizations (HMO) and Preferred Provider Organizations (PPO).
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Managed Care

The National Library of Medicine defines managed care as a system intended to
reduce unnecessary health care costs through a variety of mechanisms, including:
economic incentives for physicians and patients to select less costly forms of care;
programs for reviewing the medical necessity of specific services; increased beneficiary
cost sharing; controls on inpatient admissions and lengths of stay; the establishment of
cost-sharing incentives for outpatient surgery; selective contracting with health care
providers; and the intensive management of high-cost health care cases. The programs
may be provided in a variety of settings, such as health maintenance organizations and
preferred provider organizations.

Health Maintenance Organizations

An HMO is an organized system for providing comprehensive prepaid health care
that has five basic attributes: (1) provide care in a defined geographic area; (2) provide or
ensure delivery of an agreed-upon set of basic and supplemental health maintenance and
treatment services; (3) provide care to a voluntarily enrolled group of persons; (4) require
their enrollees to use the services of designated providers; and (5) receive reimbursement
through a predetermined, fixed, periodic prepayment made by the enrollee without regard
to the degree of services provided. (Dictionary of Health Care Management, 1988) Health
Maintenance Organizations have a history in the U.S. from the beginning of the 20 th
century.
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Preferred Provider Organizations

A PPO is a health care organization composed of physicians, hospitals, or other
providers that provide health care services at a reduced fee. Visits within the network
require only the payment of a small fee at the time of service, such as a deductible or copayment. A policy holder will have a primary physician within the network who will
handle referrals to specialists that will be covered by the PPO. After any visit, the policy
holder must submit a claim, and will be reimbursed for the visit minus his/her copayment (Dictionary of Health Care Management, 1988).
The main difference between an HMO and a PPO for the insured is flexibility.
Traditionally, the HMO does not allow a choice of providers outside their "group." If one
is insured through an HMO, then one must seek health care services from only a list of
providers within their organization. If a person's health insurance provider becomes an
HMO organization, then that person may no longer be able to be "covered" by her
primary care physician because that provider is not an employee of the HMO. However, a
PPO allows more flexibility to the insured. The insured can choose his provider as long
as the provider accepts the set fee-for-service determined by the PPO. Furthermore, the
PPO requires the patient to pay a deductible or co-payment at the time of service, unlike
the HMO.

Social Problem

According to Regina Herzlinger, the Nancy R. McPherson Professor of Business
Administration at Harvard University, "the essential problem with the health care
industry is that it has been shielded from consumer control—by employers, insurers, and
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the government" (Herzlinger, 2002, p. 33). A change is beginning. It is the contention of
this research that the American health care consumer is growing better educated on health
care issues than their predecessors, and starting to fight back against an uncaring, profitdriven, and discriminatory system of health care. U.S. citizens have fought against
injustice and promoted positive change even in what seemed like impenetrable
institutions that perpetuated violations of such phenomena as civil rights and women's
rights.
During the development of the employer-based health insurance program initiated
after WWII, corporations froze wages and had to offer another form of compensation in
return in order to legitimize the loss of wage increases. Thus, employer provided health
insurance began to be provided (Shi and Singh, 2005). However, the trend has obviously
been reversed.
The manufacturing and government economic sectors have always provided
health insurance plans voluntarily (Cutler and Madrian, 1998) and have been superior to
the non-government service-oriented employment sector (Weitz, 2006; Medicare
Workshop, 2005). The two largest employers of U.S. citizens—governmental and
industrial sectors—are starting to see health care benefits change in a negative fashion.
The State of Indiana is asking their employees to pay more premium dollars for the same
or less coverage, higher deductibles, and higher co-payments, effectively resulting in less
disposable income. Traditionally, although state workers have felt underpaid, good
affordable health care benefits made up for the income discrepancies between the public
and private sector. Industrially, the United Auto Workers membership voted in 2006 on
benefit concessions to General Motors. Employees will begin to pay a larger share of

33

health care premiums previously the responsibility of General Motors Corporation, and
this for less coverage (higher deductibles and co-pays). This concession has reduced the
employee's disposable income. The other two of the big three, Ford and Chrysler, will
surely follow. As workers in the governmental and manufacturing sectors start paying
more for less, I suggest the voice for change becomes more personal. This personal
enlightenment starts to develop a consciousness of the need for change. The development
of consciousness makes previously non-political people political.
The United States health care system is described by many politicians
(Democratic debates, 2007) and activists (Michael Moore's 2007 movie titled Sicko) as
needing a change. Many horror stories exist to further intensify the demand for change.
People are being dropped by insurance providers while still in the hospital (Bartlett and
Steele, 2004). I offer two examples. First, a woman suffered sexual harassment at work to
the point of contemplating suicide and never entertained the notion of quitting or
reporting the abuse for fear of losing health care benefits for her and her family. Second,
a melanoma patient was foregoing potentially life-saving surgery and before the
operation the medical chart had a notation from the surgeon which read, "patient has no
money to pay, we'll do the best we can" (Weitz, 2001, p. 224). He died from his cancer.
The United States stands alone among the industrialized nations in lacking a
rational, universal, national health care system. Although some people have unlimited
access to care through individual wealth, adequate private insurance, or employer-based
health care insurance, those numbers are dwindling. Traditionally, the industrial sector
supplied 78% of their workers with adequate and affordable health insurance, while only
21% of the non-government service sector had adequate and affordable insurance
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(Medicare Workshop, 2005). As the industrial jobs continue to be outsourced and the
lower educated "middle class" industrial workers lose their well-paying, with
extraordinary benefit packaged, factory jobs and have to resort to lower paying or
reduced benefit service sector jobs, the numbers of those with unlimited access to health
care services will continue to drop.
Many scholars have suggested that framing an issue as a social problem does not
necessarily mean that this problem is a policy issue or even that it is worthy of policy
discussion (Gamble and Stone, 2006; Benford and Snow, 2000; Kingdon, 1999; Gamson,
1992). Thus, a social problem must be recognized as such and framed as a political issue
by some facet of society's leadership as was seen with Dr. King and the Civil Rights
Movement. Furthermore, the political climate must be suitable for change on an issue.
Gamble and Stone (2006) summarize this theory, stating that "to be effective, research
must not only reveal problems but also frame them in a way that they are perceived as
bad situations and moral wrongs that government can and should fix." (p. 95).
The U.S. health care system is based on money and profit (Reid, 2009; WHO,
2008; Bartlett and Steele, 2004; Weitz, 2001; Cockerham, 1998; Herzlinger, 1998). The
citizen with the best resources receives the best health care. A critical evaluation of the
health status indicators attempt to further the understanding of how, why, and where this
happens. Good health and longevity is for sale to the most resourceful, and morbidity and
early death are left to those with fewer resources.
It is this research contention, and basis for this dissertation research, that
continuing to frame the health care issue as a changeable social problem will legitimize
the growing disenchantment with the inequalities in the health care system. This
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awareness will generate the next positive social movement toward a universal, more
equal and accessible health care system. Based on the positive response to the health care
debate issue in the 2008 presidential debate and the 2009 passage of a watered down
Obama Care bill, the movement has started.
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CHAPTER III

THEORY

Critical theory argues that social movements are a collective group that promotes
social reforms, enter the established structures of society, and empower the individual.
Critical theorists examine the power relationships within the structure and present them
as problematic or discriminatory. Marx describes the conflict as a result of different
groups attempting to secure limited resources (Coser, 1977). Thus, the most powerful
group attains the resources and then utilizes the bounty to intensify their position of
power. Whitt (1979) states:
The state functions to serve the interests of the dominant class by
preserving the bases of class hegemony. However, power is potentially
available to the subordinate classes if they become sufficiently class
conscious and politically organized to wrest control or to challenge the
control of the means of production. Thus, the power of the dominant class
is not absolute (p. 84).
The social movement attempts to develop a group or class consciousness to
change the structure by reducing the ruling group's power and equalizing the
resources, thus reducing the strain caused by inequality. Strains are intrinsic to social
institutions and these strains are a source of conflict. Frankfurt School theorists argue, a
"critical" theory may be distinguished from a "traditional" theory according to a specific
practical purpose: a theory is critical to the extent that it seeks human emancipation, "to
liberate human beings from the circumstances that enslave them" (Horkheimer, 1982, p.
244). Max Horkheimer's definition that
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a critical theory is adequate only if it meets three criteria: it must be explanatory,
practical, and normative, all at the same time. That is, 'it must explain what is
wrong with current social reality, identify the actors to change it, and provide both
clear norms for criticism and achievable practical goals for socialtransformation'
(Bohman, 2005, p.l).
Critical theory contends that a social problem and social change resulting from that
problem is external, revolutionary, re-structuring, and a product of its own changes (i.e.
dialectic) the instrumental forcing the institution to change.
Dialectic theory argues that a truth is achieved by an exchange of logical
arguments and can be defined as "the mutual formative process by humans and society"
(Walls, 1979, p. 215). According to Walls (1979), dialectic is often presented as the triad
of thesis- antithesis-synthesis first developed by Hegel. The thesis or academic proposal
is the first step in the process. Antithesis describes the step within the process that the
thesis is rejected. Finally, the synthesis allows for the process to reconcile or form a new
truth based on a blending of the two existing truths. This process allows for the conflict to
be resolved through logical action. Marx presented dialectics as something different than
Hegel's interpretation:
My dialectic method is not only different from the Hegelian, but is its direct
opposite. To Hegel, the life-process of the human brain, i.e. the process of
thinking, which, under the name of'the Idea,' he even transforms into an
independent subject, is the demiurgos of the real world, and the real world is only
the external, phenomenal form of'the Idea.' With me, on the contrary, the ideal is
nothing else than the material world reflected by the human mind, and translated
into forms of thought (Marx, p. 29).
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This Marxist interpretation of contradiction and class struggle is the theoretical
foundation of this research. This research presents the contradictions in health status
indicators in the U.S. health care system as suggestive of structural foundations for the
inequalities. Thus, the framing of these inequalities and their life-altering consequences
as a social problem promotes the issue of class struggle and discrimination.
This research is founded on the critical theory expectation that unequal
distributions of political, economic, and health care resources are fundamental in
determining health status in the United States. This research utilizes the dialectic or
opposing perspective in discussing the avenue to addressing the social problem of
structural discrimination. The dialectic model contends that opposing forces when
confronted with perceived valid information can compromise for a viable solution. These
opposing forces can, and will, change structures in society that are so harmful to society
to attempt to neutralize the problem.
The focus of this research is to present U.S. health status data generated from
government agencies to reveal the social problem associated with inequalities in health
status and unequal care grounded in the critical theoretical ideal of unequal distribution of
health care resources as the problem. By framing these issues into a social problem, a
political/group consciousness can be developed to promote viable change to attempt to
achieve what the WHO considers a good and fair system (bias or discrimination free).
This research is not designed to examine each of the conditions presented by the
WHO. This research only investigates health status indicators. Future research is needed
to examine each condition specifically. The WHO suggests a good and fair health care
delivery system must present a society with:

39

1) Good overall health; which is determined by infant mortality rates and morbidity.
2) A fair distribution of good health, low infant mortality, low morbidity (living in
less than optimum health), and long live expectancy evenly distributed across
population groups.
3) A high level of overall responsiveness.
4) A fair distribution across population groups.
5) A fair distribution of financing health care; health care costs are fairly distributed
based on ability to pay and everyone is equally protected from financial risk of
illness

(World Health Organization, 2000, p. 35).
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CHAPTER IV

METHODOLOGY

International data are presented on the United States' overall ranking based on
comparisons with 29 other countries of the OECD, utilizing three health status indicators:
infant mortality, maternal mortality, and life expectancy at birth. The utilization of health
status indicators has long been promoted as a valid representation of a populations'
overall health (WHO, 2006; CDC, 2006). The data sets utilized are the most recent
complete sets for the measures examined at the time of this research.
Infant mortality rates are measured as the number of deaths within the first year of
life per 1000 live births as reported from medical facilities to local and state health
departments then in turn complete a rate by dividing the total number of infant deaths by
the total number of live births in a given year (WHO, 2006; CDC, 2006). The United
States and many other countries require by law that all death statistics be reported to the
proper health agency (CDC, 2006; WHO, 2006) Infant mortality reporting seems to be
accurate due to the need of parent(s) to register a child for legal reasons such as
dependent for tax purposes, social services, and insurance; and the medical facilities legal
responsibility to submit proper numbers. Historically, high levels of infant mortality have
been presented as a result of unhealthiness of the mother, lack of adequate pre-natal care,
reduced public health programs, and poor socioeconomic conditions (CDC, 2006).
According to health officials, it is reasonable to assume that the higher the infant
mortality rate, the lower the overall health status of the population (WHO, 2006; CDC,
2006).
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Maternal mortality rates are measured as the number of deaths from causes
directly related to pregnancy or childbirth of birthing mothers per 100,000 from the start
of pregnancy through 42 days after pregnancy termination (WHO, 2006; CDC, 2006).
These rates are calculated utilizing the same as an infant mortality rate with the exception
of maternal in place of infant deaths in the calculation. Historically, high levels of
maternal mortality have been presented as a result of unhealthiness of the mother, lack of
basic health care, reduced public health programs, and poor socioeconomic conditions
(CDC, 2006). Maternal mortality data may offer inconsistencies different than infant
mortality due to the definition of the term maternal death. The CDC and WHO both
define maternal mortality the same, however some reporting errors are expected by this
researcher as medical personnel determine whether a death of a mother is directly related
to pregnancy and/or the complications of childbirth or an underlying cause unrelated.
These expected inconsistencies can, and should, be discussed in analyzing the findings of
maternal mortality rates internationally and domestically.
Life expectancy at birth is the average number of years a person can be expected
to live from birth (WHO, 2006; CDC, 2006). It is also "a measure often used to gauge the
overall health of a society" (CDC, 2006, p. 78). This health status measurement is
calculated utilizing an algebraic formula to give an arithmetic mean based on the number
of births in a given year, number of infant deaths in a given year, and the ages at time of
death of all individuals in the group being calculated (CDC, 2006). The reporting of
deaths in the U.S. and most other countries is the legal responsibility of the medical
facilities (CDC, 2006; WHO, 2006). Reporting errors are suspected in the United States
in the Hispanic as well as the transient populations (Smith and Bradshaw, 2006). These
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inconsistencies are examined in the discussion section when evaluating statistical
significance of race on life expectancy at birth. Lastly, these projections are utilized by
health researchers but also used by insurance companies to develop insurance premium
schedules for life and health policies.
This research utilizes the 2009 OECD Health Report to critically examine
U.S. health status indicators in comparison to other member nations. This is
accomplished by presenting a rank order assessment of these indicators within the 30
OECD nation states. The OECD health data set is considered by health researchers to be
a valid source of assessment and comparison (CDC 2009; OECD, 2007; and WHO,
2009). These data are collected and reported by each OECD member nation to the OECD
based on criteria expect by the OECD set in their Principles and Guidelines guide. OECD
recommendations set out collective and precise standards or objectives which the
member countries are expected to implement (OECD, 2006).
The OECD analysis examines the different components of health care systems for
the nations with the highest overall rankings on health status indicators. These overall
rankings are constructed by adding the nations' rankings on each health status indicator
and utilizing the overall scores of the highest performers with respect to life expectancy
at birth, maternal mortality, and infant mortality. The fact that infant mortality and
maternal mortality rates are inversely related to health while life expectancy at birth is
directly related is taken into consideration.
The OECD data are first presented in table form for each of the following three
years: 1995, 2000, and 2005 by 2005 rank order. The utilization of data over a period of
time allows this research to control for acute sources outside of the normal system of
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health delivery such as pandemics, natural disasters, recession, etc. Table 1 consists of
life expectancy at birth data for each OECD nation state and the overall ranking for that
country in the corresponding column: 1995, 2000, and 2005. Table 2 employs the same
procedure with respect to infant mortality data. Table 3 employs the same procedure with
respect to maternal mortality data. Table 4 presents the overall rankings of all health
status indicators by adding each nation's ranking for life expectancy at birth, infant
mortality, and maternal mortality data. The lowest overall score is the top ranking and the
overall highest score is the lowest ranking. Lastly, the scores generated by the United
States are compared with the other OECD nation's scores to examine any significant
inequalities associated utilizing the t test statistic.
Domestically, this research presents infant mortality, maternal mortality, and life
expectancy at birth data generated from U.S. Census Bureau reports including 1995,
2000, and 2005 while incorporating three demographic variables: race, sex, and income
level. The U.S. Census health data are considered the best available source of health
status measures produced in the United States as illustrated by its usage in policy making
and budget decisions. This research allows for the examination of overall health status for
different groups in the United States over time. Again, the use of three years over a
period of time reinforces this research's goal of controlling for acute sources outside of
the scope of normal delivery of health services. This research proposes that the unequal
distribution of health care resources considerably affects a persons' health status
throughout ones' life.
Domestically, data are presented that incorporate the demographic variables of
race, sex and income level and thus displays their impact on the health status indicators
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such as infant mortality, maternal mortality, and life expectancy at birth. The
incorporation or examination of race, sex, and income in This research is valid under the
WHO assumption that each of the sub groups should be equal in the distribution of health
care resources within the United States, thus making it "good and fair" (WHO, 2006).
This assumption would follow the underlying democratic principles of a society being
just or humane.
This research examines three categories of race: White, Black, and Hispanic. This
research suggests these three racial identity categories are the best representation of
structural discriminatory practices within the United States today and throughout history.
Furthermore, the categories of White, Black, and Hispanic supply the most completed
health status data for race. The examination of inequalities within these racial categories
allow for analysis to dismiss or support the argument that members of the white
privileged group in the United States are afforded better health status than Hispanic and
black group members based on race only (Schaefer, 2009). The category of Hispanic is
utilized based on the 2000 U.S. Census reporting of Hispanic data, the last complete U.S.
Census data set at the time of this research.
Household income data are needed to comprehensively examine the potential
impact of income on health status to determine if better income produces better health
status - which suggests, according to critical theory, higher incomes produce higher
privilege. The examination of inequalities within household income allow for analysis to
dismiss or support the argument that membership in higher income group in the United
States are afforded better health status than lower income group members.
The sex variable is justified in this research to examine if being a male or female
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effects ones' life expectancy and infant mortality rates significantly. This research
suggests lower group status produces lower health status. Does the privilege associated
with being a male in a patriarchal society produce better health status?
This research examines the statistical significance of health status indicators
within and between each category of demographic variable utilizing the two-tailed t tests
statistic. The two-tailed t test was selected to examine the means of each group and to
determine if we can accept or reject the null hypothesis assuming the means are normal in
distribution, thus equal. The rejection of the null hypothesis at the .05 level of
significance allows the research to suggest that there are statistical significant differences
in the means and argue inequalities exist. This allows this research to examine the
contention of structural inequalities promoting group health status discrimination. This
research analyzes the statistical significance between groups to examine the hypothesis
that structural discrimination in delivery of health care resources leads to unequal
distribution of health status in the United States.
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CHAPTER V

INTERNATIONAL FINDINGS

The OECD nations are expected to utilize definitions consistent with the WHO's
definitions when gathering and reporting their data (OECD, 2010). One of the concerns
when examining international health statistics is reporting inconsistencies. This research
accepts that the possibility of data reporting errors, however data such as the OECD sets
are considered to be acceptable based on the fact that health policy and budget decisions
utilize these data regularly (OECD, 2009).
Critical evaluations of OECD health status data offer a number of inequalities that
need to be evaluated and discussed. First, there was a broad range in infant mortality
rates. Second, life expectancy at birth rates was unequally distributed between the 30
nations. Third, the inequalities in maternal mortality rates between the countries were
widely varied. Fourth, health status rates for each nation were offered in comparison to
their OECD cohort or other group members and ranked accordingly. Finally, this research
evaluates the statistical significance of the United States health status rates in comparison
to the mean rates the four quartiles of OECD countries utilizing the one sample t test.
This research assumes a level of significance at .05.

Infant Mortality

There was a broad range of infant mortality rates within the 30 OECD countries. Table 1
presents infant mortality rates for reporting years 1995, 2000, and 2005 (last complete
year of OECD data). The 2005 infant mortality rate by country ranking are included in
Table 1.
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Table 1. Infant Mortality
OECD Country
Iceland
Sweden
Luxembourg
Japan
Finland
Norway
Czech Republic
Portugal
Belgium
Italy
France
Spain
Greece
Germany
Ireland
Switzerland
Austria
Denmark
Korea
Netherlands
Australia
New Zealand
United Kingdom
Canada
Hungary
Poland
United States
Slovak Republic
Mexico
Turkey

1995
6.0
4.1
5.5
4.3
3.9
4.0
7.7
7.5
5.9
6.2
5.0
5.5
8.1
5.3
6.4
5.0
5.4
5.1
7.7
5.5
5.7
6.7
6.2
6.1
10.7
13.6
7.6
11.0
27.7
43.0

2000
3.0
3.4
5.1
3.2
3.8
3.8
4.1
5.5
4.8
4.5
4.5
4.4
5.4
4.4
6.2
4.9
4.8
5.3
6.2
5.1
5.2
6.3
5.6
5.3
9.2
8.1
6.9
8.6
19.4
28.9

2005
2.3
2.4
2.6
2.8
3.0
3.1
3.4
3.5
3.7
3.8
3.8
3.8
3.8
3.9
4.0
4.2
4.2
4.4
4.7
4.9
5.0
5.0
5.1
5.4
6.2
6.4
6.9
7.2
16.8
23.6

2005 Rank
1
2
3
4
5
6
7
8
9
10
10
10
10
14
15
16
16
18
19
20
21
21
23
24
25
26
27
28
29
30

Infant mortality rates were generated from the Organization for Economic Co-Operation and Development
Health Data Report 2009.

In 2005, infant mortality rates range from Iceland's best 2.3 deaths per 1000 live
birth within the first year to Turkey's worse rate of 23.6, a 1000% difference. The rate for
the 15th nation, Ireland was 4.0 or 73% more than that of Iceland. The United States rate
of 6.9 was 300% higher than the Iceland rate. The United States 2005 infant mortality
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rate OECD ranking was 27 out of 30 countries, which secured the U.S. in the bottom
quartile.
Comparison of the 1995 and 2000 rates with the 2005 rate allow this research to
control for external confounding sources of variations that can acutely affect infant
mortality such as famine, epidemics, and natural disasters. All nation states reduced their
infant mortality rates from 1995 to 2005. Only Canada increased their infant mortality
rate from 2000 to 2005, 5.3 to 5.4 deaths per 1000 live births - not of statistical
significance (p = .993). Thus, the data suggests no external variations acutely affected the
rates and the positive changes in OECD countries infant mortality rates were considered a
normal progression free of artificial stimuli.
An evaluation of the preceding years of 1995 and 2000 also offer a number of
discrepancies. In 1995, Finland topped the list at 3.9 infant mortality rates. In 2000,
Iceland unseated Finland with a 3.0 rate compared to Finland's 3.8 rate. Turkey has
remained the lowest ranked country with rates of 43.0 in 1995 and 28.9 in 2000. The 15th
ranked country in 1995 was Iceland with a 6.0 rate. In 2000, Luxembourg and
Netherlands tied for the 14th spot with a 5.1 infant mortality rate. The United States' rate
of 7.6 in 1995 ranked 23 rd out of 30 OECD countries. The U.S. rate decreased positively
to 6.9 in 2000; however the U.S. overall infant mortality OECD ranking dropped to 27 l
in 2000, securing the U.S. position in the bottom quartile in both 1995 and 2000.

Life Expectancy at Birth

There was a broad range of life expectancy at birth rates within the 30 OECD
countries. Table #2 presents life expectancy at birth rates for reporting years 1995, 2000,
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and 2005. The 2005 life expectancy at birth rates country rankings are included in
Table 2. In 2005, life expectancy at birth rates range from Japan's best 82.0 to Turkey's
worse rates of 71.4, a difference of 11.6 years of life or 14.1% less life. The rate of the
15th nation, Netherlands was 79.4, 3.7% less than that of Japan. The United States rate of
77.9 was 4.1 years less than Japan's rate or 5% less years of life. The United States 2005
life expectancy at birth rates OECD ranking was 24*1 out of 30 countries, which again
secures the U.S. in the bottom quartile.
All nation states increased their life expectancy rates from 1995 to 2005. No
OECD countries decreased their life expectancy rates from 2000 to 2005. Thus, the data
suggests no external variations acutely affected the life expectancy rates and the positive
changes in OECD countries rates were considered a normal progression free of artificial
stimuli. However, there were a number of changes from 1995 to 2005 that allow
examination.
The evaluation of the preceding years of 1995 and 2000 offer a number of
discrepancies. In 1995, Japan topped the list with a 79.6 life expectancy at birth rate.
Japan lead again in 2000 with a rate of 81.2 years. Turkey has remained the lowest
ranked country with a rate of 67.9 in 1995 and 70.5 in 2000. The 15th ranked country in
1995 was a tie between Luxembourg and New Zealand with a 76.8 rate. In 2000, Greece,
Luxembourg and Netherlands tied for the 14th spot with a 78.0 life expectancy at birth
rate. The United States' rate of 75.7 in 1995 ranked 20th out of 30 OECD countries. The
U.S. rate of 76.8 in 2000 secured a 21 st position within the OECD countries comparisons.
The United States has continued to drop from a 20th position in 1995 to a 21 st in 2000, to
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a 24 position in 2005. The United States has dropped from the 3 r quartile in 1995 to the
bottom quartile in 2005.
Table 2. Life Expectancy at Birth
OECD Country
Japan
Switzerland
Iceland
Australia
Italy
Sweden
Canada
Spain
Norway
France
New Zealand
Austria
Ireland
Luxembourg
Germany
Netherlands
Greece
Belgium
Finland
United Kingdom
Korea
Denmark
Portugal
United States
Czech Republic
Poland
Mexico
Slovak Republic
Hungary
Turkey

1995
79.6
78.7
78.0
77.9
78.4
78.8
78.1
78.1
77.9
77.9
76.8
76.6
75.6
76.8
76.6
77.5
77.7
77.0
77.9
76.7
73.5
75.3
75.4
75.7
73.3
72.0
72.5
72.4
69.9
67.9

2000
81.2
79.9
80.1
79.3
80.0
79.7
79.3
79.4
78.8
79.1
78.4
78.1
76.6
78.0
78.2
78.0
78.0
78.1
79.1
77.9
76.0
76.9
76.7
76.8
75.1
73.9
73.9
73.3
71.7
70.5

2005
82.0
81.4
81.2
80.9
80.9
80.6
80.4
80.4
80.3
80.2
79.8
79.5
79.5
79.5
79.4
79.4
79.3
79.1
79.1
79.1
78.5
78.3
78.1
77.8
76.1
75.1
74.7
74.0
72.8
71.4

2005 Rank
1
2
3
4
4
6
7
7
9
10
11
12
12
12
15
15
17
18
18
18
21
22
23
24
25
26
27
28
29
30

Life expectancy at birth rates were generated from the Organization for Economic
Co-Operation and Development Health Data Report 2009.
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Maternal Mortality

There were a broad range of maternal mortality rates within the 30 OECD
countries. Table 3 presents maternal mortality rates for reporting years 1995, 2000, and
2005. The 2005 maternal mortality rates country rankings are included in Table 3.
Table 3. Maternal Mortality
OECD Country
Greece
Iceland
Italy
Portugal
Poland
Ireland
Australia
Norway
Slovak Republic
Austria
Spain
Germany
Hungary
Finland
France
Switzerland
United Kingdom
Japan
Sweden
Belgium
Denmark
Netherlands
New Zealand
Canada
Korea
Czech Republic
United States
Luxembourg
Turkey
Mexico

1995
1.9
0.0
3.2
8.4
9.9
0.0
9.4
6.6
8.1
1.0
3.0
5.4
15.2
1.6
9.5
8.5
7.0
7.2
3.9
9.5
17.7
7.3
3.5
4.5
20.0
6.0
7.1
18.5
49.2
83.2

2000
6.0
0.0
3.0
2.5
7.9
1.8
6.0
3.4
1.8
2.6
3.5
5.6
10.2
5.3
6.5
6.4
6.8
6.6
6.4
8.1
13.6
8.7
8.8
3.4
15.0
10.0
9.8
17.5
49.2
72.6

2005
0.0
0.0
2.0
2.7
3.0
3.1
3.5
3.5
3.7
3.8
3.9
4.1
5.1
5.2
5.3
5.5
5.7
5.8
5.9
7.7
7.7
8.5
8.5
8.8
14.0
15.0
15.1
18.6
28.5
61.8

2005 Rank
1
1
3
4
5
6
7
7
9
10
11
12
13
14
15
16
17
18
19
20
20
22
22
24
25
26
27
28
29
30

Maternal Mortality rates were generated from the Organization for Economic
Co-Operation and Development Health Data Report 2009.
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In 2005, maternal mortality rates range from Greece and Iceland's best 0.0 to
Mexico's worse rate of 61.8. The rate for the 15th nation, France was 5.3 or 12 times less
than Mexico. The United States rate of 15.1 was approximately 15 deaths per 100,000
live births more than that of Greece and Iceland. The United States 2005 maternal
mortality OECD ranking was 27th out of 30 countries, which secured the U.S. in the
bottom quartile.
An evaluation of the preceding years of 1995 and 2000 with 2005 offer a number
of discrepancies. In 1995, Iceland and Ireland topped the list with a 0.0 maternal
mortality rates. Iceland leads again in 2000 with a rate of 0.0. Mexico has remained the
lowest ranked country with rates of 83.2 in 1995 and 72.6 in 2000. The 15th ranked
country in 1995 was the United States with a 7.1 rate. In 2000 Switzerland was in thel5 th
spot with a 6.4 maternal mortality rate. The U.S. rate of 9.8 in 2000 secured a 23 rd
position within the OECD countries, a drop of 8 spots from 1995. The U.S. maternal
mortality rate has risen substantially from 1995 to 2005, 7.1 to 15.1, an increase of 8
additional maternal deaths per 100,000 live births or 113%>. The United States has
continued to drop from a 15th position in 1995 to a 23rd in 2000, to a 27th position in
2005. The United States has dropped from the top ranked country in the 3 r quartile in
1995 to third from the lowest ranked in the bottom quartile in 2005 or 12 actual places.

Overall Rankings of Health Status

The overall health status rankings are included in Table 4. The overall health
status rankings are calculated by this researcher to ascertain a comprehensive ranking for
each nation. This allows for the research to examine each health status indicator by
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comparison, but to also examine the overall health status of each country for comparison
purposes. The overall rankings are calculated by adding a country's infant mortality
ranking, life expectancy at birth ranking, and maternal mortality ranking together and
comparing that ranking score to the other 29 OECD country ranking scores with the
lowest score being the best overall ranking. For example, the United States ranked 27th in
infant mortality, 24 l in life expectancy at birth, and 27f in maternal mortality for a total
score of 78 which is then compared to the other 29 nation overall score to determine the
U.S. ranking [the lowest score is ranked 1st because the lower the total score the higher
the health status overall]. This research only utilized the 2005 health status data to
develop overall rankings because examination of the 1995 and 2000 data produced no
external confounding sources of variation. So, the use of the most recent complete year of
health status data in this set is justified. Lastly, the research grouped the rankings by
quartiles. This is accomplished by grouping the first seven ranked countries and ties into
the first quartile, the second seven plus ties, and so on until all 30 countries were in a
quartile. According to Statistics Canada (2011), quartile range is hardly affected by
higher values, so its use is a good model for potentially skewed distributions. This
modeling mechanism allowed the research to examine the overall health status rankings
cleanly without suspicion of outliers affecting the statistic.
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Table 4. 2005 Overall Health Status Ranking
OECD Country

Infant
mortality
ranking

Life
expectancy at
birth ranking

Maternal
mortality
ranking

Iceland
Italy
Norway
Japan
Sweden
Spain
Greece
Australia
Ireland
Switzerland
France
Portugal
Finland
Austria
Germany
Luxembourg
Belgium
New Zealand
Canada
Netherlands
Poland
Czech Republic
United Kingdom
Denmark
Korea
Slovak Republic
Hungary
United States
Mexico
Turkey

1
10
6
4
2
10
10
21
15
16
10
8
5
16
14
3
9
21
24
20
26
7
23
18
19
28
25
27
29
30

3
4
9
1
6
7
17
4
12
2
10
23
18
12
15
12
18
11
7
15
26
25
18
22
21
28
29
24
27
30

1
3
7
18
19
11
1
7
6
16
15
4
14
10
12
28
20
22
24
22
5
26
17
20
25
9
13
27
30
29

Overall
health status
country
ranking
score
5
17
22
23
27
28
28
32
33
34
35
35
37
38
41
43
47
54
55
57
57
58
58
60
65
65
67
78
86
89

Overall
health
status
country
ranking
1
2
3
4
5
6
6
8
9
10
11
11
13
14
15
16
17
18
19
20
20
22
22
24
25
25
27
28
29
30

Overall health status ranking was generated from the Organization for Economic
Co-Operation and Development Health Data Report 2009

Table 4 presents 2005 overall country rankings on all health indicators being
scored. Iceland leads the OECD health status ranking chart by scoring first on infant and
maternal mortality rates and third overall on life expectancy. Turkey scores 30th on the

55

chart by scoring last in both infant mortality and life expectancy and next to last on
maternal mortality rates. Germany holds the 15th spot on the chart by scoring
consistently across the rankings in each health status category with a 14th in infant
mortality, a 15th on life expectancy, and a 12th on maternal mortality. The United States
charts at a dismal 28th overall by scoring 27th on infant and maternal mortality and a
24th on life expectancy - showing a consistent lowest quartile ranking score on all health
status indicators in comparison to the 29 other OECD nation states. The United States
2005 overall ranking in the bottom quartile on all three health status indicators was
examined to determine statistical significance.

T Tests

In each of the t test statistical analyses, the test value is the mean score for the
United States. This research examines the mean score for the United States in comparison
to each OECD health status indicator ranking to determine if the U.S. mean value is
statistically significantly difference than each of the quartile's means. The examination of
the statistical differences in the quartile means in comparison to the U.S. mean is needed
to determine if the U.S. health status mean is significantly higher or lower than each the
quartile's means, to demonstrate whether the U.S. performed statistically better or worse
than the average in the quartile.
The first health status indicator examined was infant mortality. The U.S. 2005
infant mortality rate was 6.9 deaths in the first year per 1000 live births. The mean rate
for the top quartile was 2.8; countries included in the top quartile were Iceland, Sweden,
Luxembourg, Japan, Finland, Norway, and the Czech Republic. The second quartile
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mean rate was 3.8; countries included in the second quartile were Portugal, Belgium,
France, Italy, Spain, Greece, and Germany. The third quartile mean rate was 4.6;
countries included in the third quartile were Ireland, Austria, Switzerland, Denmark,
Korea, Netherlands, New Zealand, and Australia. The fourth quartile mean rate
(excluding the U.S.) was 10.1; countries included in the fourth quartile were United
Kingdom, Canada, Hungary, Poland, Slovak Republic, Mexico, and Turkey. One-Sample
T test statistics were conducted on the statistical significance of the United States 2005
infant mortality rates and each of the quartile mean rates. The results are included in
Figure 1.

Top
quartile
Second
quartile
Third
quartile
Fourth
quartile

N

Mean

Std.
Deviation

t

df

.3958

Std.
Error
Mean
.1496

7

2.80

7

Mean
Difference

6

Sig.
(2tailed)
.000

-27.406

3.757

.1272

.0481

-65.35

6

.000

-3.1429

7

4.550

.4000

.1414

-16.617

6

.000

-2.3500

8

9.7

6.7665

2.3923

1.170

7

.280

2.8000

-4.1000

Test Value=6.9
T test generated data attained from the Organization for Economic Co-Operation and Development Health
Data Report 2009

Figure 1. Infant Mortality One Sample T Test

Examination of Figure 1 indicates the top quartile infant mortality mean rate of
2.80 was statistically significant when compared to the U.S. rate of 6.9 (p = .000).
Statistical significance was also present when comparing the 6.9 U. S rate with the
second quartile mean rate of 3.76 (p =.000). Furthermore, a p=.000 suggests statistical
significance when compared with the third quartile mean rate of 4.550 with the U.S. rate
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of 6.9. Finally, the fourth quartile mean rate of 9.7 was not statistically significant (p =
.280) when compared with the 6.9 U.S. infant mortality rates.
The second health status indicator examined was life expectancy. The U.S. 2005
life expectancy rate was 77.8 years. The mean rate for the top quartile was 80.98;
countries included in the top quartile were Japan, Switzerland, Iceland, Italy, Australia,
Sweden, Spain, and Canada. The second quartile mean rate was 79.8; countries included
in the second quartile were Norway, France, New Zealand, Austria, Ireland, and
Luxembourg. The third quartile mean rate was 79.13; countries included in the third
quartile were Germany, Netherlands, Greece, Belgium, Finland, United Kingdom, and
Korea. The fourth quartile mean rate (excluding the U.S.) was 75.06; countries included
in the fourth quartile were Denmark, Portugal, Czech Republic, Poland, Mexico, Slovak
Republic, Hungary, and Turkey. One-Sample T test statistics were conducted to
determine statistical significance with comparison of the United States 2005 life
expectancy rate and each of the quartile mean rates. The results are included in Figure 2.
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Test Value=77.8
T test generated data attained from the Organization for Economic Co-Operation and Development Health
Data Report 2009

Figure 2. Life Expectancy One Sample T Test
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A critical examination of Figure 2 suggests the United States 77.8 life expectancy
rate was statistically significant when compared with the quartile mean rate of the other
2005 OECD countries (p = .000). The United States rate of 77.8 was lower than the mean
rate of the first three quartiles - 80.98, 79.80, and 79.13 respectively. However, the U.S.
rate of 77.8 was significantly higher statistically than the fourth quartile mean rate of
75.06 (p = .015).
The third health status indicator examined was maternal mortality. The U.S. 2005
maternal mortality rate was 15.1 maternal deaths per 100,000 live births. The mean rate
for the top quartile was 2.23; countries included in the top quartile were Greece, Iceland,
Italy, Portugal, Poland, Ireland, Australia, and Norway. The second quartile mean rate
was 4.85; countries included in the second quartile were Slovak Republic, Austria, Spain,
Germany, Hungary, Finland, and France. The third quartile mean rate was 6.8; countries
included in the third quartile were Switzerland, United Kingdom, Japan, Sweden,
Belgium, Denmark, Netherlands, and New Zealand. The fourth quartile mean rate
(excluding the U.S.) was 24.45; countries included in the fourth quartile were Canada,
Korea, Czech Republic, Luxembourg, Turkey, and Mexico. One-Sample T test statistics
were conducted on the statistical significance of the United States 2005 maternal
mortality rate and each of the quartile mean rates. The results are included in Figure 3.
Figure 3 suggests the first three quartile's mean rates were statistically significant
to the U.S. overall rate. The top quartile mean rate was 2.23 and a level of significance (p
= .000). The U.S. maternal mortality rate of 15.1 was significantly higher than both the
second and third quartiles' mean rates. The second quartile mean rate of 4.85 compared
with the U.S. rate resulted in a significance level of p = .000. Likewise, the third quartile
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6.80 rate was statistically significant (p = .000) to the U.S. rate of 15.1. A final
observation of the data in Figure 3 suggests the 15.1 U.S. maternal rate does not rise to a
level of statistical significance, p = .292 with the fourth quartile mean rate.
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Figure 3. Maternal Mortality One Sample T Test
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CHAPTER VI

DOMESTIC FINDINGS

This phase of this research presents domestic health status findings utilizing CDC
and U.S. Census data. In theory, these data are generated following strict government
criteria to ensure as consistency and reliability. However, as with any self-reporting data
collected by humans inconsistencies have been corrected when found through the
agencies quality control section (CDC, 2006; U.S. Census, 2010). Though not without
consistencies, these are the most reliable and relevant health data available.
The findings were divided into each of the three health status variables being
investigated: life expectancy at birth, infant mortality, and maternal mortality. Each
section offered the statistical findings of each variable with respect to race/ethnicity,
income, and sex. All independent variables are not reported with all dependent variables
due to missing or non-applicable data. Each section will discuss the applicability of
measures before presentation of findings.

Life Expectancy at Birth

The life expectancy at birth data has a serious void in the data as it pertains to this
research. Household income data as it directly correlates to life expectancy at birth was
not reported in the government data sets utilized. Likewise, this research does not find
any income data directly related to life expectancy at birth at the national level of
analysis. However, this section does attempt to suggest a relationship between life
expectancy and household income with respect to race. This research presents life
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expectancy at birth data by race and then presents household income data by race and
discusses the perceived economic relationship between the two. The government has only
included complete Hispanic life expectancy at birth data sets starting in 2006. Thus, this
research shows life expectancy for the white and black populations for years 1995, 2000,
and 2006; only 2006 for Hispanic origin.

Race

According to the CDC, the overall U.S. population 2006 life expectancy at birth
rate was 77.8; the white rate was 78.2, 80.6 for Hispanic, and 73.2 for the black U.S.
populations. The white rate of 78.2 was 2.4 years less than Hispanic and 5 years more
than black. None of the racial group life expectancy at birth rates was statistically
significant with the general population rate (p = > .05). The Hispanic population
exhibited a higher life expectancy at birth rate in 2006 (80.6) than both the white
population (78.2) and black population (73.2). The Hispanic 2.4 years difference in life
expectancy from birth when compared to the white rate suggested no statistical
significance (p = .500). Likewise, the Hispanics 7.4 years longer life from birth than
blacks is not statistically significant (p = .271). Furthermore, the white's 5 years longer
life from birth is not statistically significant (p = .293) when compared to the black rate.
The difference in life expectancy at birth rates between whites and blacks overtime has
lessened. The 1995 difference was 6.9 years compared to the 2000 difference of 5.7
compared to the 2006 difference of 5 years.
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Sex

The 2006 Hispanic female and male populations had higher rates of life
expectancy at birth than both other racial groups when sex comparisons were observed.
The Hispanic female rate of 83.1 was higher than the female rates for whites 80.6 and
blacks 76.5. However, none of these differences produced statistically significance. The
male Hispanic rate of 77.9 was highest in the male racial group with a white rate of 75.7
and a black rate of 69.7; there were no statistical significance noted within compared
rates. Between racial and sex group comparisons produced one statistically significant
comparison, Hispanic females rate of 83.1 attained a level of significance when
comparison with the black male rate of 69.7 (p = .047).

Income

Income between groups needed to be examined to theorize potential effects of
racial life expectancy at birth rate racial disparities. The median income in 2008 for all
families was $50,112 according to the latest income data, the 2010 U.S. Census Bureau.
The median income for White families was $55,319. The median income for black
families was $34,088. Median income in 2008 for White families in the U.S. was 147%
that of black families. The median income in 2008 for Hispanic families was $37,769 or
approximately 10% more than black families. However, Hispanic family's household
income was 75% that of a white family. Differences in life expectancy at birth rates
between racial groups suggest the potential that inequalities may exist within additional
health status indicators such as infant mortality.
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Infant Mortality

This research fails to include household income data with respect to infant
mortality. The income data is missing. There is a void in government collected data with
respect to income. This omission raises serious issues in quantitatively examining the
effects of income on health status in the United States. The missing income data issue is
discussed in the conclusion section of this research.
An examination of data reported from The 2005 National Center for Health
Statistics within the CDC suggest differences exist in infant mortality rates with respect
to the demographic variables studied. Infant mortality rates published in the 2005 report
for the United States' population as a whole was 6.9 deaths in first year per 1000 live
births; which was identical to the 2000 rate. This was a .7 decrease from the 1995 rates of
7.6 suggesting the overall infant mortality rates in the last decade was holding relatively
steady and produced no statistical significant upon comparisons.

Sex

Does the sex of the infant dying within the first year of life produce significant
differences when examined? Critical examination of the difference in rates within group
by sex does not produce statistical significant. The 2005 overall female infant mortality
rate is 5.0 in comparison to the overall male rate of 7.7 deaths per live births. One sample T test statistic suggest there is not a level of significance (p= .226). Likewise,
when incorporating sex and race of mother together produces no statistical significance.
The highest 2005 rate was a 14.6 for the black population compared to the lowest rate of
5.0 produced by the white female population (p = .066). Likewise, the same two between
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racial and sex group comparisons for 2000 and 1995 produced no statistical significant
differences in rates.

Race

Does the lack of statistical significance in infant mortality rates for the population
as a whole and by sex of infant over time hold true when race of maternal mother is
considered? The initial examination of infant mortality rates by mother's race between
groups suggest inequalities do exist. The highest infant mortality rates among the three
racial groups examined over the last decade belongs to the black population. The 2005
rate for the black population was 14.3, an increase from the 2000 rate of 13.5 and
approximately the same as the 14.3 rate in 1995; however, none of the slight increases or
decreases within this population were significant (p = > .05). The white rates were
decreased slightly over the last decade from 5.7 in 2005, to 5.7 in 2000, to 6.3 in 1995
which produced no statistical significance. The Hispanic 1995, 2000, and 2005 rates were
6.3, 5.6, and 5.8 respectively; suggesting a decade drop of only .5 deaths per 1000 live
births, producing no significant difference within this population over time. These
findings suggest no statistical significant differences exist within racial groups when
examined with health status indicator infant mortality. However, are the inequalities in
raw rates statistically significant when between groups comparisons are examined? The
two largest 2005 raw rate discrepancies exist between whites and blacks. The 2005 white
rate of 5.7 was not statistically significant from the black rate of 14.3 (p = .074).
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Maternal Mortality

The sex variable was non-applicable when maternal mortality rates were
examined. The rate was calculated by dividing the number of maternal (females) deaths
per 100,000 live births. The biological exclusion of males from childbirth resulted in the
sex variable being non-applicable. Likewise, usable income data were missing when
government supplied data were examined. However, the applicable maternal mortality
data findings are presented for descriptive and statistical significance examination.
According to the 2007 Child Health USA report, the overall maternal mortality
rate in the United States has declined substantially over the fifty years preceding the new
millennium to a record low in 1995 of 7.1 maternal deaths per 100,000 live births.
However, the overall maternal mortality rate has increased 113% in the last ten years to
15.1 in 2005. The 2005 maternal mortality rate (15.1) was 54% higher than the 2000 rate
of 9.8. The 2000 rate was 38% higher than the 1995 maternal mortality rate of 7.1. No
statistical significance was produced when the 1995 rate was compared to the 2005 rate
(p = .079).

Race

The maternal mortality rates by race of mother data are examined. The overall
2005 rate of 15.1 maternal deaths per 100,000 live births was higher than the rates for
white (11.7) and Hispanic (9.6), but not for the black population (39.2). The 2005 data
suggests the high maternal mortality rate for blacks was substantially higher than the
other two racial groups examined. Upon statistical examination, the 2005 black
population maternal mortality rate of 39.2 was significantly higher statistically than the
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overall rate of 15.1 (p = .026). Likewise, the 2005 rate for the black population produced
statistical significance in a comparison with the white population rate (p = .023) and the
Hispanic rate (p = .021). Statistical 2005 comparisons between the white and Hispanic
rates produced no significance (p = > .05).

Sex

This research suggests that maternal mortality rates may be related to income of
mother. According to U.S. Census data (2010), women in the United States average
income in 2009 was $23,628 compared to a 2009 income for men's $34,625. This
suggests that women make less income than men. Furthermore, the U.S. Census (2010)
reports the percentage of blacks (24.7%) and Hispanics (23.2%) that live in poverty is
twice that of whites (11.2%). Lastly, the feminization of poverty school of thought
hypothesizes that women are more likely to suffer from poverty than men.
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CHAPTER VII

DISCUSSION

The focus of this research is to examine the contention by past President's Clinton
and Bush that the U.S. health care system is "world-class" and "best in the world" by
critically scrutinizing U.S. health status indicators internationally and domestically. This
research assumes the WHO position that a good and fair societal health care system
should produce good rates of health status (infant mortality, maternal mortality, and life
expectancy) in comparison with other global societies and within and between different
groups domestically. Research findings suggest that the U.S. health status indicators
compared with other OECD countries do not rank high and also suggest that health status
in unequally distributed within and between groups domestically. The critical theory
foundation of this research suggests these rebukes of the health care system touted by our
previous two Presidents are a sense of validation that the structure in the delivery of
health care in the United States is unequal, inconsistent, bias, and/or discriminatory.
This research suggests the U.S. health care delivery system is not adequate in
producing high health status for its population in comparison to other countries. The U.S.
consistent ranking in the bottom quartile on all three and then the overall examined health
status indicators, and the statistical significance of the differences in infant mortality,
maternal mortality, and life expectancy, all demonstrate that the U.S. produces less than
adequate health status for its population. At first glance this may be the case, it is the case
at second glance, and third. However, with further examination an even more disturbing
pattern is discerned. The overall U.S. health status rates are lower internationally than
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most of the OECD nation states examined, and, when health status rates between groups
within the U.S. are examined it appears that the low rankings may be a result of some
groups skewing the overall results such that poor health measures are so pronounced for
some groups (while good health indicators obtain in other groups) that the U.S. overall
health rates are drawn profoundly downward, leaving the U.S. low in international
comparisons. These findings again suggest the critical theory foundation is correct in
describing the inequalities in the delivery of health care in the United States distributes
health status in a discriminatory fashion within and between different racial, sex, and
income groups.
Although in modern times most health care delivery systems are a mix of the
Beveridge and Bismarck models, categorization exists based on the ownership foundation
of the system and universality. If the society is universal and has public ownership of
most of the means of health care delivery, then it said to have a Beveridge foundation. If
the health care delivery system is universal and has mostly private ownership, then it is
said to model the Bismarck system. Both systems are foundationally single-payer. As
mentioned previously, the United States health care delivery system does not have a
foundation of either the Beveridge or Bismarck models. The United States is the only
first-world country to employ an entrepreneurial health care delivery system that has a
foundation in profit and not health of the overall society. The health care delivery system
is mostly privately owned, mostly multi-payer, and does not offer health services to its
citizenship universally (term citizen is utilized in this research to describe a person as a
resident, not as a legal definition). The United States conceptualization of health care as a
privilege and not a right as with other first-world countries gives credence to an unequal
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delivery system and the reduced health status produced by the system. The research
findings suggest the privilege of access to health care in the United States validates the
critical perspective that non-universal access to health care resources produces good
health status to a chosen few at the expense of the masses. The findings of this research
suggest the delivery of health care in the U.S. produces a two-tier system of good health
for the economically advantaged and reduced health status for the citizens that cannot
access the system affordably.
The top seven OECD countries ranked in overall health status based on research
findings are all universal in offering citizens access to basic health care services.
However, how those services are offered and financed vary from country to country
somewhat. The majority of the top seven countries employ the Beveridge model to
deliver their health care resources. Since the Beveridge model is utilized by most of the
top ranking OECD countries, comprehensive evaluation of the top 10% should yield a
realistic representation for comparison. Scrutiny of the top three overall ranked countries
health care delivery systems and lifestyle factors is needed to evaluate if the U.S. reduced
health status ranking in comparison is a result of problems associated with delivery of
health care resources or some other cause like individual health behaviors. A
comprehensive examination of the overall top three OECD ranked countries' individual
health behaviors and their health care delivery systems in comparison to the U.S. may
produce a better understanding of the reasons for the inadequacies of the U.S. health
status internationally.
The findings contend the country that produced the overall top health status
ranking was Iceland. Iceland would be considered a Beveridge health care delivery
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system country. Iceland's Health Care Act entitles all its citizens comprehensive medical
coverage universally and the health care delivery entities are mostly publically owned
and regulated. According to the World Health Organization, Iceland's health care system
is financed by 85%> taxation and approximately 15% fees at time of service suggesting a
patient is required to pay an out of pocket fee at time of service for certain health care
resources (over 50% of the out of pocket fees are for pharmaceuticals and dental work)
(WHO, 2003). However, the fee is based on ability to pay according to government pay
for service scale and all means of health care resource delivery, including out of pocket
fee for service scales are strictly regulated by the State Social Security Agency (WHO,
2003).
Based on research findings, Iceland produces high health status for its GDP
investment. An examination of OECD health care expenditures as a share of GDP in
2007 suggests Iceland spends approximately 9.3% of its GDP on health care resources to
provide for all of its citizens (OECD, 2009). The 2007 average for all OECD countries is
8.9%, which ranks Iceland slightly higher than average. In comparison, the United States
spends 16.0% of its GDP to provide health care to approximately 85% of its citizens;
almost twice as much as the 2007 OECD average (OECD, 2009).
The Iceland citizen can expect access to comprehensive medical services for their
investment. Health education and promotion, disease prevention, and public health
interventions are all a significant part of Icelandic health care system illustrated by
Iceland having a very high vaccination rate. According to Iceland's Health Services Act,
primary health care refers to preventive health care measures, medical care performed for
the benefit of the healthy, and services for the sick that are not in hospitals. Health care
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centers are established in order to provide primary care. When possible, a health care
center functions in association with a hospital. A health care center is provided for each
designated area of the country, and all inhabitants are entitled to seek medical assistance
at the health care center or clinic most easily accessible to them at any given time. If
possible, The Health Services Act requires that following services be provided at each
health care center or in association with it (WHO, 2003):
•

general medical services, nursing services, physiotherapy, occupational
therapy, on-call services, home visits and ambulance services;
laboratory and X-ray services;
specialized medical services, dental care and medical rehabilitation;

•

home nursing;

•

preventive health care, including prevention of tuberculosis, accidents,
venereal diseases and diseases of the eyes and ears;

•

health education;

•

maternal care, infant and child care and immunizations;

•

mass screening and systematic case finding;

•

social work and environmental and occupational health.
The glaring difference between Iceland's delivery of primary care resources and

the United States system is summarized with the phrase "all inhabitants are entitled to
seek medical assistance at the health center or clinic most easily accessible to them at any
given time." The U.S. system does not offer mandatory access for all of its citizens to the
most accessible health care facility, period. The United States system is not offered or
regulated as a right, it is thought of as a privilege.
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Opponents of such a system in the United States argue the problem is not the
delivery system but the unhealthy behaviors of U.S. citizens in comparison to other
countries. Icelandic citizens tend to present unhealthy behaviors, what social
epidemiologists consider lifestyle factors (CDC, 2009), similar to that of a U.S. citizen.
The CDC recommends for overall health and longevity a population should increase
consumption of fruits and vegetables while reducing the consumption of fat, reduce sugar
intake, increase exercise, reduce tobacco use, and lose weight.
According to a 2002 study conducted by the Icelandic Nutrition Council,
Icelandic people are attempting to consume less fat and eat more fruits and vegetables
(WHO, 2003), not unlike a 2004 USDA report acknowledging the same in the United
States. Similarly, both studies reported the healthier consumption habits were
disproportionally seen in the higher SES of the population. The same Icelandic report
presented data suggesting their average citizen consumes more sugar than any other
country's citizen. The average U.S. citizen consumes approximately 31 kilograms of
sugar annually in comparison to Iceland's average citizen's consumption of
approximately 38 kilograms of added sugar (WHO, 2006). Most health professionals
consider added sugar consumption and sedentary lifestyles as the main causes of obesity.
The WHO defines individuals with a Body Mass Index (BMI) equal to or greater than 25
as "overweight." Additionally, individuals classified as "overweight" can be further
divided into "pre-obese" (with a BMI value of 25-30) and "obese" (with a BMI equal to
or greater than 30). Many health organizations contend a sedentary lifestyle is partly
responsible for obesity (HealthyPeople, 2011; OECD, 2009; WHO, 2006; CDC, 2006).
The WHO defines sedentary as a lack of moderate physical activity daily for 30 minutes
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or more (WHO, 2006). Both countries contend over 20% of their citizenship as living a
sedentary lifestyle; most alarming is the growing sedentary lifestyle of children (WHO,
2005). This does not bode well for either country's future battle with obesity or the health
problems they cause. The Icelandic Nutrition Council reports 60%> of women and 70% of
men ages 45-64 are obese. The United States reports approximately 45%> of women and
55% of men 45-64 are obese (CDC, 2010). Finally, the 2005 smoking tobacco use by
population percentage in Iceland was approximately 26% compared to the U.S. rate of
21% (WHO, 2005). The rate of smoking tobacco in the United States remained consistent
through 2008 with a rate of 20.6% (HealthyPeople, 2011).
The examination of lifestyle factors between the U.S. and Iceland produced
conflicting results if one is to believe it is an individual's unhealthy behaviors that
promote reduced health status by comparison. The U.S. citizen tends not to display
unhealthy behaviors at a higher rate than the top ranked health status country. The
lifestyle factor examination suggests that there may be more to the U.S. citizens reduced
health status than just individual unhealthy behaviors. This research does not suggest that
these behaviors are not producing lower health status universally; however, the
examination does not support unhealthy lifestyle factors as the main cause of the U.S.
low health status ranking in comparison to Iceland. This research does not examine the
economic differences within each population to assess a potential for these discrepancies.
Additional research is needed to adequately address the correlation between lifestyle and
economic resources between these countries.
Is Iceland an outlier when it comes to producing high rankings of infant mortality,
maternal mortality, and life expectancy, while presenting individual health behaviors
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similar to the United States? This research continues to try to discredit this assumption by
comprehensively examining the second overall ranked OECD country based on health
status, Italy. Based on this research findings, Italy ranked second in overall health status
and performed in the top quartile with respect to life expectancy/ maternal mortality and
in the second quartile on infant mortality.
Not unlike the Icelandic health care delivery system, Italy most closely resembles
the Beveridge model. The Italians enjoy guaranteed access to comprehensive health care
resources. Italy's National Health Service, or Servizio Sanitario Nazioanale, entitles all
its citizens comprehensive medical coverage universally and the health care delivery
entities are mostly publically owned and regulated. According to the World Health
Organization, Italy's health care system is financed by 76% taxation and approximately
24% fees at time of service suggesting a patient is required to pay an out of pocket fee.
The fee is based on ability to pay according to government pay for service scale and all
means of health care resource delivery, including out of pocket fee for service scales are
strictly regulated by the National Health Service (WHO, 2006).
Based on research findings, Italy produces high health status for its GDP
investment. An examination of OECD health care expenditures as a share of GDP in
2009 suggests Italy spends approximately 9.0% of its GDP on health care resources to
provide for all of its citizens (OECD, 2009). In comparison, the United States spends
16.0% of its GDP to provide health care to approximately 85% of its citizens, almost
80% more than Italy.
The Italian citizen can expect access to basic medical services for their
employer's investment. Each employer is required by law to provide basic health care
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insurance for their workers, if not employed, it is provided by a social security system.
Furthermore, many Italians purchased private health insurance policies to allow them
access to upscale hospitals and shorter waiting periods. Health education and promotion,
disease prevention, and public health interventions are all a significant part of their health
care system illustrated by Italy's having a high health status OECD rank. Italy ranked 3 r
in maternal mortality, 4 th in life expectancy, and 10th in infant mortality.
Opponents of a universal health care delivery system in the United States argue
the problem is not the delivery system but the unhealthy behaviors of U.S. citizens in
comparison to other countries. Not unlike Icelandic's, Italians tend to present unhealthy
behaviors similar to that of a U.S. citizen. The 2005 restrictive tobacco policies in Italy
has not stopped the use by its population, percentage in Italy was approximately 20%
compared to the U.S. rate of 21% (WHO, 2005). According to a 2000 study conducted
by the Economic and Social Development Department, 18% of Italians daily diet
includes basic levels of fruits and vegetables, 15% of Americans daily diet includes basic
levels of fruits and vegetables (CDC, 2005). Similarly, both studies reported the healthier
consumption habits were disproportionally seen in the higher SES of the population. Italy
has a sugar consumption level comparative to the United States. The 2005 per capita of
sugar consumption in the U.S was 31 kilograms in comparison to Italy's 26 kilograms
WHO, 2006). There is a measurable difference in obesity statistics provided by the
OECD. In a 2005 report, the study suggests 30.6% of U.S. citizens are obese in
comparison to 8.5% of Italians. It needs to be noted that the definition of obese may be
cultural and thus skew some findings in comparison. Additional research is warranted to
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examine if the Italian obesity rate is significantly lower than the U.S. or if the statistics
are skewed due to defining obesity differently than the WHO.
The examination of lifestyle factors between the U.S. and Italy produced
conflicting results if one is to believe it is an individual's unhealthy behaviors that
promote reduced health status by comparison. However, there is one lifestyle factor that
needs to be discussed—obesity. The U.S. citizen tends not to display unhealthy behaviors
at a higher rate than the second ranked health status country except obesity. Obesity may
be a lifestyle factor negative when comparing the United States life expectancy rates with
that of Italy. However, it is out of the scope of this research to suggest that the obesity
difference between the U.S. and Italy is the main difference in all their health status
rankings.
The third overall ranked country by health status based on research findings is
Norway. Norway's highly ranked health care delivery system has a foundation in the
Beveridge model. According to the Healthcare Economist (2008), Norwegians receive
comprehensive medical services through the National Insurance Scheme. It is 100%
funded by general taxation (there is no separate fund for health care). This single-payer,
fully tax-funded, universal health delivery system offers citizens an opt-out option. The
opt-out option is when a citizen chooses to privately fund his/her health care costs. Some
utilize this option to travel outside Norway to seek health care services when the wait for
a non-emergency procedure is longer than desired. However, this option is only for the
citizen that can pay out of pocket for the procedure.
Based on these research findings, Norway produces high health status for its GDP
investment. An examination of WHO health care expenditures as a share of GDP in 2008
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suggests Norway spends approximately 9% of its GDP on health care resources to
provide for all of its citizens (WHO, 2008). In comparison, the United States spends
16.0% of its GDP to provide health care to approximately 85% of its citizens - almost
80%) more than Norway. Since the taxation for health care in Norway comes from a 45%
general taxation fund, it is impossible to know exactly what an individual pays for access
to her/his system. The WHO (2008) suggests Norwegians pay between 8 and 11% of
their incomes for health care insurance.
A Norwegian can expect comprehensive medical services for his/her taxation.
They do not pay a co-payment for hospitalization or pharmaceuticals (small co-pay is
required for basic out-patient services). Patients choose their own general practitioner.
Overall benefits are very generous including complete dental services free of co-pay for
all children 16 years and under and sick pay for adults that are unable to work due to a
medical condition (Healthcare Economist, 2008). According to this research, Norway's
system of delivering health care to their citizenship produces high rankings of health
status, however as noted previously, is it the system or individual health behaviors that
produce high rankings of health status?
Examination of lifestyle behaviors in Norway will allow for this research to
critically evaluate the last of the top three OECD health status ranked countries in
comparison to the United States to further examine the system vs. behavior debate. The
CDC reported in 2007, that the Norway has, not unlike most developed countries;
provided nutrition guidelines for its citizens. Norway does not produce data suggesting
the daily intake of servings of fruits and vegetables, however it is reported that
consumption of fruits and vegetables in Norway is higher among children than adults
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(Elling and Knut-Inge, 2005). Elling and Knut-Inge (2205) report their findings suggest
that increased consumption of fruits and vegetables in Norway is related to higher SES
and greater accessibility. The 2005 per capita of sugar consumption in the U.S was
31 kilograms in comparison to Norway's 39 kilograms WHO, 2006). According to the
Norwegian Institute of Public Health (2005), over 50% of men and just fewer than 50%
of women are considered overweight. Furthermore, the Institute suggested 18-22% of the
population was considered obese; in comparison to the 30%> of U.S. citizens reported to
be obese. Not unlike suggested in the U.S., the Norwegian population obesity epidemic
has increased in the last twenty years. The Institute reports that over one in five
Norwegians utilized tobacco in their daily lives; which is practically identical to the U.S.
statistics. Lastly, the WHO reports approximately one in five citizens of both countries
lead what would be considered a sedentary lifestyle free of a routine exercise regime.
The top three performing OECD countries with respect to overall health status all
have a structural foundation in the Beveridge health care delivery model. All three offer
universal access to health care services to all groups within their populations. All three
offer at least basic dental services as a component of their overall health care system. All
three utilize a single-payer system to control costs within their systems. All three finance
their systems by taxing their citizens and employers for health care. All three have
differing forms of co pays and deductibles. All three basically have societal ownership of
the means of health care production from public hospitals/clinics to salaried health care
professionals.
This research finds the United States OECD health status overall ranking, when
compared to the top three overall performing OECD countries, as having a statistically
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significant lower difference. The U.S. does not afford its overall population high health
status in comparison to most OECD countries (overall 2005 health status ranking of 28th
out of 30 countries). Proponents of a universal national health care system in the United
States argue the reduced health status in OECD comparison is due to a discriminatory
delivery system that distributes health status unequally. Likewise, opponents of a
universal national health care system to replace the world's only foundational
entrepreneurial system argues the inequalities lie within the individual's health behaviors.
Examination of health behaviors between the top three health status performing delivery
systems and the United States produced only a couple of differences in obese statistics
that may suggest potential in explaining some of the reduction in health status in the
United States in comparison. However, glaring differences in accessibility to health care
services also suggest a potential in explaining some of the differences in health status.
This research adds to the discussion by examining statistically significant differences of
health status between and within groups in the United States by sex, income, and
race/ethnicity. It also produces a need to further examine the SES of each comparison
country to more fully investigate the relationship between structure and individual
behaviors with respect to health status. Lastly, the research findings suggest a greater
need to compare the U.S. system with the top three Bismarck and Beveridge model
nations with respect to the WHO criteria for a good and fair health care system. The
comparison of accessibility, affordability, and favorability of the system would be helpful
in evaluating systems. This type of comparison could offer strength to the structural
argument that the inequalities in the United States with respect to health status in based
on the delivery system.
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Domestic Examination

Examined health status indicator for life expectancy at birth by sex produced one
statistically significant difference between Hispanic females and black males (p=.047).
This finding is surprising to this researcher based on the fact that Hispanic females live
longer than their white counterparts. However, previous studies have discussed a
Hispanic paradox in longevity (Smith and Bradshaw, 2006; Franzini, Ribble, and Keddie,
2001). Smith and Bradshaw (2005) suggest that no Hispanic paradox exists; the longevity
data for Hispanics are unreliable due to underreporting of deaths; "there is no "Hispanic
paradox." The Hispanic paradox described in past research derives from inconsistencies
in counts of Hispanic-origin deaths and populations" (p. 1). They continue "For Texas
between 1980 (surname) and 1990 (origin), the change in Hispanic deaths in persons
aged 65 years or older was only half as great as the change in population size, implying a
relative omission of 15% to 20% of deaths. By a different approach, the life tables for the
US Hispanic and non-Hispanic, White populations pointed to a similar omission" (p. 1).
This research reports the statistical significance of the Hispanic female and black male
differences with reservation based on the possibility of reporting inconsistencies. No
other statistically significant difference in life expectancy at birth by sex was seen. The
lack of statistically significant difference in the findings, with the exception of Hispanic
females and black males, suggest a person's sex has little to with longevity.
Sex of infant did not show statistical significance when comparing infant
mortality rates within groups. Furthermore, sex was not statistically significant when
comparing infant mortality rates between groups. This research did not find that the sex
of the infant dying within the first year of life was statistically significant within any
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research comparisons. This suggests that the non-statistically significant differences in
life expectancy at birth between overall populations of males and females are not affected
by infant mortality rates by sex.
Race findings produced statistical significance in only the maternal mortality rate
comparisons. The findings suggest a statistically significance with respect to the maternal
mortality rate for black in comparison to both white and Hispanic populations. Again, the
Hispanic paradox critique suggests that there are inconsistencies in ratings for Hispanics
within health status data, thus, a discussion on Hispanic/black differences are not
warranted. However, a discussion critically evaluating the black/white maternal mortality
data is needed.
The WHO contends that high levels of maternal mortality in a country are a result
of poor nutrition and lack of basic medical care. The high maternal mortality rate within
the black population suggests the WHO contention has validity. The black population
suffers from poor nutrition mostly due to nutrition accessibility (CDC, 2006). The black
population lives predominately in lower socioeconomic areas that are littered with fastfood restaurants and convenience stores selling foods high in fat, sugars, and sodium.
These areas offer little access to health food supermarkets that offer affordable fruits,
vegetables, and lean meats. Marketing from mega fast-food chains are often aimed at the
lower socioeconomic cultures with items such as Wendy's and McDonald's dollar menus
filled with products high in fats, sodium, and sugars (Weitz, 2006). Church's Chicken
and Popeye's Famous Chicken and Biscuits merged in 1989 to form one of the largest
urban area eatery chains in the United States (Church's.com, 2011) that cater to the black
culture's familiarity with fried poultry and biscuits. Not unlike other fast-food
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restaurants, these chicken eateries offer foods high in fats, sodium, and sugars. The CDC
(2010) suggests a person should eat approximately 5-8 servings daily of fruits and
vegetables and less than 20% of the daily caloric intake be from fats. The types of foods
accessible in lower socioeconomic neighborhoods do not meet these governmental
nutritional guidelines. Furthermore, if the nutritional items were easily accessible, there is
still an affordability issue. It seems logical that the lack of good, affordable nutritional
choices in the black neighborhoods lead to poor overall nutrition.
Affordability for good nutrition as well as other healthy resources is
disproportionately reduced in black households. According to the U.S. Census (2006),
87.7%) of black households make less than $75,000 per year in comparison to only 68%>
of white households. Furthermore, 39.6% of black households make less than $25,000
compared to only 23.3% of white households. Reduced economic resources in black
households can be suggested as a reason for higher maternal mortality even though other
factors may contribute.
Many factors may contribute to the statistically significant maternal mortality
rates between blacks and whites such as poor nutrition, obesity, higher rates of C-Section
deliveries, and lack of comprehensive and affordable pre-natal care. The first two are
related to lifestyle factors while the remaining two are linked to the health care delivery
system. Most social epidemiologists suggest that access to affordable basic pre-natal care
is paramount in reducing infant and maternal death (Weitz, 2006). However, publicallyfunded medical care services in the black communities are underfunded, overcrowded
and understaffed at best; which just compounds the problem. According to Amnesty
International U.S.A., the lack of pre-natal care may be a factor in the medical provider's
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decision to perform potentially dangerous C-Sections on women with higher risk factors
than the general population of women (2010). The report contends that:
This is not just a public health emergency—it is a human rights crisis. Women in
the USA face a range of obstacles in obtaining the services they need. The health
care system suffers from multiple failures: discrimination; financial, bureaucratic
and language barriers to care; lack of information about maternal care and family
planning options; lack of active participation in care decisions; inadequate staffing
and quality protocols; and a lack of accountability and oversight (p.l).
Women of color account for approximately 32% of all women in the U.S. but
make up approximately 51% of the uninsured (CDC, 2010). Structural inadequacies as
described by the Amnesty International U.S.A. organization jeopardize a black women's
life every time she gets pregnant. The utilization of C-Section deliveries may not be
directly related to patient need. Dr. Lauren Streicher, obstetrician gynecologist at
Northwestern Memorial Hospital states:
obstetricians must sit in labor for 12, 24 hours and cancel their office
appointments, but they are not financially compensated for this time and effort. Csections, on the other hand, pay out nearly twice as much, and can be scheduled
for convenient times and done in an hour and a half (Amnesty, 2011, p. 2).
The medical community may lack accountability and oversight with respect to the
decision to utilize C-Section deliveries in place of natural vaginal deliveries. Just as
likely, the medical community is ever in fear of malpractice lawsuits if something goes
wrong and the infant or mother dies. Providing a recommended, defendable alternative to
the natural child birth based on perceived sound medical protocol may relieve the
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medical personnel of culpability. The utilization of C-Section delivery method is made
easier to medically justify when the mother has had little to no pre-natal care, is
malnourished, and has other risk factors such as obesity; all products of being black.
The discussion on race and its effect on health status indicators studied produced
dialogue to further the debate within the health care debate. However, this research
contends that reduced economic means present the best reasoning for the health status
inequality internationally and domestically. Critical theory utilized as the foundation of
inquiry in this research suggest that structural inadequacies produce reduce health status
based on an unequal distribution of all societal resources and specifically health care
resources within and between groups. Furthermore, critical theory suggests that the
overall reduced health status in comparison to other OECD nations is a result of some
group members being structurally denied economic resources due to their positioning and
group membership which is necessary for affordable health care and increased health
status.
The remainder of this discussion critically examines the role of economic
resources in health status in the United States. The terms classism, sexism, racism, are all
legitimate nomenclature to describe reduced status in the United States. Each describes
the discriminatory acts suffer by members of a specific groups due to the prejudice of the
majority group membership. The United States society is structured to allow certain
groups more power than others. The group that affords its membership the most power in
the U.S. looks very similar to a George Bush, William Clinton, or a John Boehner. These
are all males, upper-class, and white. It is understandable in a patriarchal society that
there would be a female minority group. It is understandable in a racist society that a
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white person would garner power over other racial/ethnic minority members. It makes
perfect sense in an order society that promotes capitalistic ideals that society would
structure its self to reward persons with higher economic means and the power to make
rules. It makes perfect sense in a society structured to reward the majority group with the
power that the majority group would wield said power to maintain status quo. Finally, in
a society that is structured to believe wealth is the ultimate gauge of positioning in
society, that economic resources would be the main means of power. The influence
generated by economic means to control societal structures such as legislative, financial,
religious, judicial, and education does little to promote anything less than status quo.
This research contends status quo will not promote increased health status in the
United States. The power groups in the United States utilize control over economic
resources to deny access to good health for many people. The United States health care
delivery system is securely founded in profit. The entrepreneurial system utilized in the
United States is the only health care delivery system in the world that utilizes profit as the
main motive; all other first world countries utilize the right to health care services for the
citizen as the main focus. This research contends that sex and race has little to do directly
with reduced health status internationally and domestically. The main culprit in reduced
health status is access to economic resources.
Critical theory suggests that a person can be a black female, Hispanic male, white
female, or black male and it has little to do with their health status. This research is not
naive to the outward displays of stressors such as prejudice and discrimination suffered
by minority group members in U.S. society. However, this research suggests that access
to upper-class status greatly reduces these stressors for minority group individuals; thus
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resulting in improved healthy lifestyles and access to comprehensive medical services.
An examination of a few publically recognized minority group members is utilized to
support this contention. The arguably the most recognized person of color in the world at
this time is President Barack Obama. The President is a minority group member in the
U.S. due his multi-ethnic heritage. President Obama is afforded access to many benefits
needed to maintain a good level of health status. He can eat any type of food imaginable,
exercise in state-of-the-art facilities, afford access to the most technologically advanced
health care system in the world, sleep in the comfort of a safe, clean, and warm
environment, not worry about his girls being educated in a dangerous, sub-par,
underfunded public school system, and enjoy relaxation in his native Hawaii. This
research contends that President Barack Obama does not live the life of an average multiethnic male in the United States. Furthermore, this research contends President Obama's
middle-class; multi-ethnic enviromnent during his formative years was not realistic when
compared to the average black male in the United States. The President, based on his
book - Dreams from My Father, was fortunate to be a member of a middle-class,
educationally valued, reduced prejudicial environment resulting in increased access to the
resources needed to climb the social class ladder. President Obama is afforded good
health status for him and his family due to their upper-class status not indicative of an
average black male that generally lives in an environmentally unfriendly, high crime,
sub-par education, high unemployment, discriminatory environment. Critical theory
contends the average black male has unequal access to resources needed to become
vertically mobile in an upward direction; thus decreasing his prospect for higher health
status.
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Other minority group members that have been afforded access to increased health
status due to their upper-class status in the public service sector are Hillary Clinton,
Condoleezza Rice, Colin Powell, and Sonia Sotomayor, to name a few. There are also
members of the sports world - Michael Jordon, Pierre Garcon, Michael Vick, and Alex
Rodriguez. The entertainment fields are littered with minority group members such as
Ann-Margaret, Al Pacino, Jewell, Morgan Freeman, and Darius Rucker. Again, these
people are afforded higher health status than other minority group members due to their
upper-class status that reduces stressors that are common in an average minority group
member's everyday life.
The incorporation of a brief discussion of intersectionality as it pertains to this
discussion is warranted. Intersectionality argues that oppression levied in sexism, racism,
and classism are not independent of one another but a product of interconnectedness that
results in higher levels of oppression and discrimination that by each of the factors
themselves (Davidson, 2011). Thus, minority group membership is more oppressive for
some than others due to the intersecting of oppression. An example of this is the
intersection of being oppressed by sexism as a woman in a patriarchal society, being
oppressed as a black woman by racism in a white dominated society, and wherein the
oppression is intensified even more if she is poor in a Capitalist society such as the
United States. This research argues that the interactions of this oppression have serious
consequences such as reduced health status.
The reduction of stressors and access to healthy lifestyle choices and basic health
care services increase a person's health status (Weitz, 2006). Weitz (2006) discusses six
factors that combine for reduced health status in persons from lower socioeconomic
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classes- social drift, environmental conditions, sub-par housing, the diet of poverty,
psychological stress of poor, and reduced access to both preventative and therapeutic
health care. This research examines each factor to utilize as a valid source, individually
and collectively, in explaining the reduced health status of socioeconomically
disadvantaged groups.
Authors Williams and Collins (1995) offer an explanation between poverty and
illness in their work on "social drift." They contend illness may result in a person
becoming poor due to the economic drain of illness which compounds her/his health
further; especially when the person does not have adequate health insurance coverage to
cover medical expenses. However, Weitz (2006) argues that far more often poverty
causes illness due to the type of labor-intensive, low worker control occupations secured
by the less-educated lower-class individual. Previous studies argue service occupations
where a person's work is physically demanding and unsatisfied; the worker suffers from
increased incidents of physical and psychological illness (North, et al. 1996).
Traditionally, these types of service occupations offer less access to comprehensive
medical insurance - making it more likely that the worker not seek treatment for his/her
illness. According to the Robert Wood Johnson Foundation, in 2007 approximately 48%
of the non-elderly uninsured working population was in the service sector; this in a nation
that professes to an employer-based health care delivery system. This research contends
this is a form of structural discrimination.
The second factor discussed by Weitz is environmental racism. The term is
defined by Weitz as an internationally recognized sociological term referring to the
enactment of any policy or regulation that negatively affects the living conditions of low-
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income or minority communities at a rate disproportional from affluent communities.
There are many examples of environmental racism in the United States, Altgeld Gardens
in Chicago is but one.
The Gardens in Chicago is 90% black and is surrounded by toxic facilities,
landfills, and industrial facilities. President Obama was involved as a community
organizer worked to have the government removes asbestos left from the original
construction (Dreams from My Father, 2004). The Gardens was constructed on an
abandoned landfill and owned by the U.S. government to house veterans returning from
WWII. Many health issues such as cancers and respiratory illnesses have been reported
by residents for decades. There are no other neighborhoods in the greater Chicago area
with the concentration of environment concerns as Altgeld Gardens (Chicago Housing
Authority). Residents believed the Gardens would have been cleaned free of most
environmental concerns if they were affluent with a voice in city government (Dreams
from My Father, 2004). This research contends this is a form of structural discrimination.
The third factor discussed by Weitz is overcrowding, inadequate, and unsafe
housing for persons living in low-income predominately persons of color neighborhoods.
Laura Abrahman utilizes an example from Dr. Arthur Jones, a health clinic physician. He
recalls:
of one woman who was suffering a severe case of hives caused by an allergic
reaction to her cat, yet repeatedly refused to get rid of the animal. I really got kind
of angry, and then she told me that if she got rid of the cat, there was nothing to
protect her kids against rats. (Weitz, 2006, p. 60).
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This is but one of potentially millions of examples of the types of living
conditions of U.S. citizens and the decisions a parent must make to protect her/his child.
These "slum" conditions are not conducive to increased health status. This research
contends the unequal distribution of safe, affordable, and non-crowed housing is a form
of structural discrimination.
The fourth factor discussed by Weitz is the diet of low income predominately
people of color in the United States. This research previously discussed the reduced
health status issues associated with low-income diets high in fats, sugars, and sodium and
low in fresh fruits, vegetables, and lean meats. Government food programs offered by the
Department of Health and Human Services supply the indigent with surplus cheeses high
in fats and sodium. Furthermore, Weitz contends that these types of diets reduces a
child's cognitive functions and may contribute to lack of success in school (2006). This
research contends this is a form of structural discrimination.
The final factor discussed by Weitz is how "poverty limits individuals' access to
both preventive and therapeutic health care" (2006, p. 61). Many argue that the
government offers free health care to the poorest individuals in the United States Medicaid, however many cannot access this health insurance due to the lack of local
clinics and medical personnel. Weitz contends another problem associated with Medicaid
is many medical personnel will not accept this government provided insurance due to the
lower reimbursement scale the government provides in comparison to the private
reimbursement schedule. Availability of Medicaid does not guarantee access to medical
services. This research contends this is a form of structural discrimination.
The poor in the United States suffer from individual and structural discrimination
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daily in a society that professes to, and instituted laws to enforce, equality in and between
groups. The United States does not provide adequate structural protections to ensure all
its citizens a health care delivery system to treat and minimize the effects of the
discrimination suffered by millions. Many may suggest that in the Darwin theory of
"survival of the fittest" world, people at the lower socio-economic ladder of society get
what they deserve based on their genetic or cultural shortcomings. However, this research
contends that persons in the middle and working classes are starting to suffer reduced
health status in the United States due to structural discrimination such as reduced worker
rights, reduced unemployment benefits, and reduced access to health insurance - all
factors in reduced economic and legislative resources that this research contends are
responsible for reduced health status. Advantages/privileges in class, race, and sex
position in society are tied to the quality and quantity of options available in health care;
hence health status is tied to resources of power, position, and money (Caringella, 2011).
Critical theory suggests that the delivery of health care is one of the many
discriminatory elements in society that produces the maternal mortality inequalities. This
research found Black mothers in the United States are statistically more likely to die
during pregnancy or within 42 days after giving birth than Whites and Hispanics
supporting the critical perspective as utilized in this research. However, this research is
concerned with the possibility of reporting inconsistencies in infant mortality and life
expectancy at birth rates because it is assumed that the discriminatory practices producing
reduced maternal mortality would also produce other reductions in health status. As
discussed earlier in this work, a more comprehensive examination of the distribution of
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income directly with health status measures may explain the lack of statistical
significance produced [and this data is not generated].
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CHAPTER VIII

CONCLUSION

This research utilizes the critical perspective illustrating the unequal distribution
of resources due to a discriminatory structured based society. The structural inequalities
assist in producing reduced health status in the U.S. in comparison to other OECD
nations. Likewise, the structural inequalities produce reduced health status for minority
group members in comparison to majority group members. The inequalities in health
status are proposed to become more apparent as one's economic resources are reduced.
This research contends the reduction of economic resources is foundational in lowering a
person's health status. Society is structured to economically reward men more than
women-women make approximately 76 cents per dollar of a man doing the exact same
job (U.S. Census, 2004). Society is structured to economically reward Whites more than
Blacks: in 2008 the median income for White families was $55,319 and the median
income for Black families was $34,088. Median income in 2008 for White families in the
U.S. was 147% that of Black families (U.S. Census, 2010).
The economic data needed to discuss the structural bias promoted to reduce health
status based on reduced economic resources does not exist at the macro level. The data
needed to examine the income differences in relationship to health status is not provided.
This research suggests the data is not generated to allow for the misconception that high
health status in the majority group is consistent throughout the group; thus allowing the
structural discrimination that exist to remain due to the false consciousness of majority
group members to support a structure that does not equally benefit them which critical
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theory, the foundation of this research would suggest. Examining data that may suggest a
strong correlation between access to increased economic resources and increased health
status may jeopardize a false consciousness that has achieved wealth for few at the
expense of many. The omission of government research to offer income data directly
relating to health status allows for the dominant power group to reinforce that the
distribution of health status in the U.S. is not biased based on structural components by
challenging the data to support a structural reasoning. By not generating the data needed
for critical comparison their position is supported by default, thus they can acclaim
"world class" to describe the U.S. delivery of health care and perpetuate fairness despite
evidence to the contrary.
These research findings produced numerous areas of interest that are in need of
additional examination such as morbidity (the number of years living in less than optimal
health), Hispanic underreporting in health status measures, and comprehensive
examination of the Obama care bill if supported by legal challenges. All of these areas
are perceived by this research to be viable future research opportunities. However, one is
of particular interest for immediate inquiry, the WHO criteria for a good and fair system.
This researcher will focus on this avenue of research next in his research endeavors.
There is an immediate need to offer additional quantitative data to further support or
dismiss the need for universal health insurance coverage in the United States based on the
results of this research. A comprehensive examination of each criterion is justified as a
source of investigation to argue in favor of or against the need for a system that can, at
the very least, produce higher health status and be considered by the WHO as "good and
fair".
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The lobbying efforts in Congress are paramount in supplying the economic
resources necessary to promote status quo as it pertains to health care delivery in the
United States. As discussed earlier, the health care industry is the leading lobbying group
in the U.S. Congress. The Political Action Campaigns (PACS) are bombarding
congressman and women with money, perks, and research results to support their profit
first, patient second health care delivery system. This research presents usable data and
theoretical grounded analysis to challenge their biased research results. This research
presents valid results with a theoretical based alternative to the antiquated and
discriminatory system being presently supported by Congressional Republicans and
challenged in courts across the land.
These research results are grounded in the critical theoretical perspective that
argues the inequalities in health status are structural which is in direct conflict with the
order theoretical perspective that they are a product of individual or cultural
behaviors/choices. This research argues that the discriminatory delivery of health care
resources in the United States along with other discriminatory practices produce reduce
health status for most citizens. The promotion by our previous two top political leaders
that the U.S. system is world-class and/or best in the world promotes a consciousness that
our system produces high health status. These types of utterances, when critically
examined, are not supported by the data (at least not the government data generated by a
society structured by order perspective ideals). Thus, the omission of critical data needed
such as direct income and health status comparisons allow the status quo to justify their
cultural/individual reasoning for reduced health status in these groups. The perception
promoted by the dominant class and "falsely" accepted by the subordinate masses that
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stereotype whole groups as being lazy, dumb, and performing unhealthy behaviors secure
the power needed by the dominant class to defend the status quo when it comes to
delivery of health care in the United States.
There are limitations in this research as with most research projects. This research
utilizes health status data collected by numerous international and domestic government
agencies with variations in collection methods. These data sets are utilized by
government agencies to set health policy and to determine the distribution of health
related dollars through budgets. As comprehensively discussed in the methods section of
this work, the inconsistencies assumed are limitations to this and any other project
utilizing these data. However, these are the best data sets generated for this type of
research and can be critically examined to ascertain if some of the research unanticipated
results were a product of inconsistencies or surprising research findings both
internationally and domestically. Furthermore, this research does not do an adequate job
in examining the relationship within income groups and each health status indicators due
to non-existent macro level data. This research does not offer a clear understanding of the
Hispanic population's role in health status in the United States due to the underreporting
of health status data. This is troublesome due to the fact the Hispanic population is now
the second largest "racial" group by percentage of the population. This immigrant
population's immense growth is fairly recent in demographic terms and a better reporting
of accurate health status data will be valued to future researchers. As discussed earlier in
this research, the reliability and validity of the government generated data is suspect due
to varying health status definitions, collection procedures, and measurement scales
domestically and internationally. However, these are the best data available and the
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utilization of these data to set policy justifies usage in this research. Finally, this research
was limited due to the recent changes in the potential to deliver health care universally in
the next few years. This research does briefly address the political debate concerning the
potential for universal health care due to the recent legal battles and the potential for
drastic changes with the change in political leadership in the House of Representatives.
The Obama care legislation passed in 2010 offers some hope to the potentially 50
million uninsured in the United States. However, it does little to control the costs
associated with free market delivery profit. It does not take Wall Street out of the
insurance companies' decision-making process concerning allowable procedures for the
insured. It does little to address the "profit gift" enjoyed by pharmaceutical companies of
a seven year patent on new drugs. This absurd notion that a drug company needs seven
years to price gouge the consumer to recoup the monies utilized for research and
development. The Congressional Budget Office (CBO) contends most of the new drugs
introduced annually are previously developed drugs that have minor compound changes
made at little to no cost to the company (CBO, 2006). Also, many costs associated with
drug development are financed through tax dollars. According to the CBO (2006), the
pharmaceutical industry consistently ranks in the top as one of the most profitable
industries in the United States. Lastly, the legal challenges by opponents are trying to
have the universal component of the law thrown out as unconstitutional due to its
requirement that everyone either purchase health insurance or pay an added tax.
The research findings suggest the delivery of health care resources in the United
States is a structure deficiency in promoting high health status internationally and high
health status equally through U.S. society. The recently passed and partially implemented
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Obama health care plan starts to address structural issues such as universality. This
research challenged the accusations promoted by G.W. Bush and Bill Clinton as to the
false perception of a world-class or best in the world delivery system. The Obama
administration challenged this notion in passing an insurance mandate in the new plan. A
person is federally mandated in the new plan to purchase health insurance (this provision
does not go into effect until 2014). This mandate clause sends a message to the citizens
that the new political leader believes the structure of health care delivery in the United
States is inadequate at producing good health universally. This challenge to the status quo
has the dominant class leadership struggling to discredit this assumption. They are using
the legal system to challenge the constitutionality of the government's authority to
mandate a person decision to purchase health insurance. In essence, if this mandate
survives the legal challenges, then the foundational structure in our heterogeneous society
that health insurance is a privilege and not a right is moot. The universality of the Obama
plan makes access to health insurance a legal right, which removes one of the many
discriminatory structures in the United States society (the main critical argument in this
research).
This research believes a viable process to ensure increased health status
universally in the United States and increase our health status ranking in the OECD is to
reduce the structural discrimination suffered by minority group members. This research is
not naive in believing that all forms of structural discrimination can, or will be eliminated
through conscious effort. There are many discriminations that are not being adequately
addressed such as access to viable education, environmental racism, overcrowding,
inequalities in economic distribution, and health care to name a few.
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This research contends the most productive starting point in reducing the
inequalities in health status is by offering every U.S. citizen the right to a single-payer,
comprehensive, and affordable national health care system without regards to economic
means based on the top three health status producing OECD nation's tax-based Beveridge
delivery systems.
The United States has an existing health delivery system that is the most efficient
in the world at meeting the health care needs of its population at the lowest overhead cost
of any delivery system—Medicare. Medicare is a system that insures the health needs
universally in the population group 65 and over along with the population that the
Medicare medical administrators deem to be permanently disabled. Statistics suggest an
average U.S. citizen utilizes or spends 85% of her/his lifetime health care dollars in the
last 10 years of life (CDC, 2006; Weitz, 2006). The expansion of Medicare universally
throughout the U.S. population would seem to be the most prudent way to attempt to
equalize affordable access to health care services to all citizens. It is a system that is
workable within a population group that requires more health care services than any other
group in the United States, and should be easily adaptable to the generally less costly
group of non-elderly and non-disabled people across the country.

100

REFERENCES
Agency for Health Care Research and Quality (2002, March). Disparities in Health Care,
Retrieved from www.ahrq.gov
Amnesty International (2011). http://www.amnestyusa.org/demand-dignity/maternal-healthis-a-human-right/the-united-states/page.do?id= 1351091
Barlett, D. L., & Steele, J. B. (2004). Critical Condition. NY: Doubleday.
Benford, Robert D. & Snow, David A. (2000). Framing Processes and Social
Movements: An Overview and Assessment. Annual Review of Sociology, 26, 611639.
Bird, C. E., Conrad, P., & Fremont, A. M. (2000). Handbook of Medical Sociology (5th
ed.). NJ: Prentice - Hall.
Blumer, Herbert (1971). Social Problems as Collective Behavior. Social Problems, 18(3),
298-306.
Bohman, James (2005). Critical Theory, Retrieved from
http: //plato. stanford.edu/entries/critical-theory/
Bureau of Labor Education (2001, summer). The U.S. Health Care System: Best in the
World, or Just the Most Expensive? University if Maine, pgs.l - 8.
Caringella, Susan (2011). Personal communication.
Chicago Housing Authority. Chicago, IL.
Cockerham, W. C. (1998). Medical Sociology (7th ed.). NJ: Prentice - Hall.
Congressional Budget Office, 2006. Research in Development in the Pharmaceutical
Industry. United States Government.
Coser, Lewis A., 1977, 2 n ed. Masters of Sociological Thought: Ideas in Historical and

101

Social Context. NY: Harcourt Brace Jovanovich, Inc.
Cutler, D. M., & Madrian, B. C. (1998, Autumn). Labor market responses to rising health
insurance costs: evidence on hours worked. The Rand Journal of Economics,
29(3), 5 0 9 - 5 3 0 .
Davidson, Douglas (2011). Personal communication.
Dictionary of Health Care Management, 1988. Retrieved from
http://www.ncbi.nlm.nih.gov
Elling, Bere, & Knut-Inge, Klepp (2005). Changes in accessibility and perferences
predict children's future fruit and vegetable intake. The International Journal
of Behavioral Nutrition and Physical Activity. Retrieved from
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1262749/
Encyclopedia Brittanica (2011). http://www.britannica.com/eb/article9106254/collective-behaviour
Esacove, Anne W. (2004). Dialogic Framing: The Framing/Counterframing of Partial Birth Abortion. Sociological Inquiry, 14 (1), 70 - 101, February.
Food and Agriculture Organization of the United Nations.
http://www.fao.org/DOCREP/004/Y1669E/yl669e0a.htm
Freidland, RB. (2003). Multiple chronic conditions. Data profiles, Challenges for the 21 st
Century: Chronic and Disabling Conditions: Number 12. Georgetown Center on
an Aging Society. November 2003.
Freund, P. E., & Mcguire, M. B. (1990). Health, Illness, and the Social Body: A Critical
Sociology (3rd ed.). NJ: Prentice Hall.
Galbraith, A. A., Wong, S. T., Kim, S. E., & Newacheck, P. W. (2005, June). Out of
pocket financial burden for low - income families with children: Socioeconomic

102

disparities and effects of insurance. Health Services Research, Retrieved from
www.biomedcentral.com
Gamble, Vanessa Northington, & Stone, Deborah (2006). U.S. Policy on Health
Inequities: The Interplay of Politics and Research. Journal of Health Politics,
Policy, and Law, 31, No. 1, February.
Gamson, William (1992). Talking Politics. Cambridge University Press.
Gladwell, M. (2005, August 29). The bad idea behind our failed health-care system. The
New Yorker, Retrieved 10/23/2005, from www.newyorker.com
Healthcare Economist (2008). http://healthcare-economist.com/2008/04/18/health-carearound-the-world-norway/
HealthyPeople.gov (2011). http://www.healthypeople.gov/2020/default.aspx
Herzlinger, R. (1997). Market Driven Health Care. NY: Basic Books.
Herzlinger, R. E. (2002, July). Let's Put Consumers in Charge of Health Care. Harvard
Business Review, 32-40.
Himmelstein, D. U. (2005, February 2). Bankruptcy Study highlights Need for National
Health Insurance, Retrieved from
www.prmp.org/news/2005/febmary/bankruptcy_study_hig.php
Horkheimer, Max (1982). Critical Theory. New York: Seabury Press.
Institute for the Future (2003). Health and Health care 2010: The Forecast the Challenge
(2nd ed.). NJ: Jossey - Bass.
James, W. Philip T., Michael Nelson, Ann Ralph, and Suzi Leather (1997).
Socioeconomic determinants of health. The contribution of nutrition to inequaties
in health. British Medical Journal, 314, 1545-1549.

103

Kingdon, John (1999). Agendas, Alternatives, and Public Polices (T ed). NY: Longman.
Kleinman, A. (1988). The Illness Narratives: Suffering, Healing and the Human
Condition. NY: Basic Books.
Lamm, R. D. (2003). The Brave New World of Health Care. CO: Fulcmm.
Lemert, Charles (1991). Social Theory. New York: Westview Press.
Marx, Karl (1970). Capital. Volume 1. Moscow.
Matcha, D. A. (2003). Health Care Systems of the Developed World: How the United
States' System Remains an Outlier. Boston, MA: Allyn and Bacon.
Medicare Benefits Workshop. Indianapolis, IN October 25 - 26, 2005.
North, Fiona M., S. Leonard Syme, Amanda Feeney, Martin Shipley, and Michael
Marmot (1996). Psychosocial work environment and sickness absence among
British civil servants: The Whitehall II Study. The American Journal of Public
Health, 28, 332-340.
Obama, Barack (2004). Dreams from My Father, A Story of Race and Inheritance.
Crown Publishers, NY.
Organization for Economic Development and Co-Operation (2009) Health Reports.
Reid, T. R. (2009). The Healing of America: a global quest for better, cheaper, and fairer
health care. New York: The Penguin Press.
Ritzer, George & Goodman, Douglas J. (2004). Sociological Theory (6th ed.). NY:
McGraw - Hill
Schouten, Fredreka (2010). USA Today, September 30th, 2010, p.l.
Schwartz, H. D. (1994). Dominant Issues in Medical Sociology (3rd ed.). NY: McGraw Hill.

104

Sheldon, R. H., (2008). Medical Bankruptcy epidemic; Health care costs trigger half of
all bankruptcies in the U.S. retrieved from
http://www.suitel01.com/content/medical-bankmptcy-epidemic-a73393
Shi, L., & Singh, D. (2005). Essentials of the US Health Care System. Boston, MA: Jones
and Bartlett.
Smelser Neil J. (19620. Theory of Collective Behavior. New York: Free Press.
Statistics Canada (2011). http://www.statcan.gc.ca/edu/power-pouvoir/chl2/5214890eng.htm
United States Department of Agriculture.
http://www.ers.usda.gov/Publications/AIB792/aib792-2/
United States Government (2008). The 110' Congressional Record.
United States Government. The National Library of Medicine.
http://www.ncbi.nlm.nih.gov
United States Government (2010). National Institute of Health.
http://win.niddk.nih.gov/statistics/
United States Government (2004). U.S. Census Data.
United States Government (2007). U.S. Census Data.
United States Government (2002). CDC Health Statistics.
United States Government (2009). CDC Health Statistics.
United States Government (2003). Statistics, www.medicare.gov
United States Government. U.S. Constitution.
Weitz, R. (2006). The Sociology of Health, Illness, and Health Care: A Critical Approach
(4th ed.). CA: Wadsworth.

105

Whitt, J. Allen (1979). Toward a class - dialectical model of power: an empirical
assessment of three competing models of political power. American Sociological
Review, 44, 81 - 100 February.
WHO/Europe(2011).
http://www.euro.who.int/__data/assets/pdf_file/0006/80844/e82881.pdf
Williams, David R., and Chiquita Collins (1995). U.S. Socioeconomic and racial
differences in health: Patterns and explanations. Annual Review of Sociology, 21,
349-386.
Wilma van der Veen, E. (2003). Social Change. Retrieved from
http://stmarys.ca/~evanderveen/wvdv/social_change/social_movement_theories.
htm
Woolhandler, Steffie, Campbell, & Himmelstein, David (2003). Study Finds that
Administrative Health Care Costs in US Double that of Canada. Toronto Star,
August 21, 2003.
World Health Organization (2006). World Health Statistics.
World Health Organization (2008). Core Health Indicators.

106

Appendix A
Sample Test Results
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Infant mortality
Black/White
One-Sample Test
Test Value = 6.9

t
VAROOO
03

Sig. (2tailed)

df

7.400

1

Mean
Difference

.086

95% Confidence Interval
of the Difference
Lower

7.40000

-5.3062

Upper
20.1062

Hispanic/White
One-Sample Test
Test Value = 6.9

t
VAROOO
04

Sig. (2tailed)

df

-1.100

1

Mean
Difference

.470

95% Confidence Interval
of the Difference

-1.10000

Lower
-13.8062

Hispanic/Black
One-Sample Test
Test Value = 14.3

t
-8.500

Sig. (2tailed)

df
1

.075

Mean
Difference
-8.50000
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95% Confidence Interval
of the Difference
Lower
-21.2062

Upper
4.2062

Upper
11.6062

White male/Black female

One-Sample Test
Test Value = 11.8

t
VAROOO
06

Sig. (2tailed)

df

-5.500

1

.114

Mean
Difference
-5.50000

95% Confidence Interval
of the Difference
Lower
-18.2062

Upper
7.2062

White male/Hispanic male

One-Sample Test
Test Value = 6.2

t
VAROOO
06

Sig. (2tailed)

df

.100

1

.937

Mean
Difference
.10000

95% Confidence Interval
of the Difference
Lower
-12.6062

Upper
12.8062

White male/Hispanic female

One-Sample Test
Test Value = 5.0

t
VAROOO
06

Sig. (2tailed)

df

1.300

1

.417

Mean
Difference
1.30000

95% Confidence Interval
of the Difference
Lower
-11.4062

Upper
14.0062

White male/White female

One-Sample Test
Test Value = 5.0

t

df

Sig. (2tailed)
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Mean
Difference

95% Confidence Interval
of the Difference
Lower

Upper

One-Sample Test
Test Value = 5.0

t
VAROOO
06

Sig. (2tailed)

df
1

1.300

.417

Mean
Difference
1.30000

95% Confidence Interval
of the Difference
Lower
-11.4062

Upper
14.0062

White male/Black male
One-Sample Test
Test Value = 14.6

t
VAROOO
06

Sig. (2tailed)

df
1

-8.300

.076

Mean
Difference
-8.30000

95% Confidence Interval
of the Difference
Lower
-21.0062

Upper
4.4062

White female/Black male
One-Sample Test
Test Value = 14.6

t
VAROOO
07

Sig. (2tailed)

df
1

-9.600

.066

Mean
Difference
-9.60000

95% Confidence Interval
of the Difference
Lower
-22.3062

Upper
3.1062

White female/Black female
Tesl Value = 14.6

t

df

Sig. (2tailed)
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Mean
Difference

95% Confidence Interval
of the Difference
Lower

Upper

VAROOO
07

-6.800

1

.093

-6.80000

-19.5062

5.9062

White female/Hispanic male
One-Sample Test
Test Value = 6.2

t
VAROOO
07

Sig. (2tailed)

df

-1.200

1

.442

Mean
Difference
-1.20000

95% Confidence Interval
of the Difference
Lower
-13.9062

Upper
11.5062

White female/Hispanic female
One-Sample Test
Test Value = 5.0

t
VAROOO
07

Sig. (2tailed)

df

.000

1

1.000

Mean
Difference
.00000

95% Confidence Interval
of the Difference
Lower
-12.7062

Upper
12.7062

Black male/Black female
One-Sample Test
Test Value = 11.8

t
VAROOO
08

2.800

Sig. (2tailed)

df
1

.218
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Mean
Difference
2.80000

95% Confidence Interval
of the Difference
Lower
-9.9062

Upper
15.5062

Black male/Hispanic male

One-Sample Test
Test Value = 6.2

t
VAROOO
08

Sig. (2tailed)

df

8.400

1

.075

Mean
Difference
8.40000

95% Confidence Interval
of the Difference
Lower
-4.3062

Upper
21.1062

Black male/Hispanic female

One-Sample Test
Test Value = 5.0

t
VAROOO
08

Sig. (2tailed)

df

9.600

1

.066

Mean
Difference
9.60000

95% Confidence Interval
of the Difference
Lower
-3.1062

Upper
22.3062

Black female/Hispanic male

One-Sample Test
Test Value = 6.2

t

df

Sig. (2tailed)
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Mean
Difference

95% Confidence Interval
of the Difference
Lower

Upper

One-Sample Test
Test Value = 6.2

t
VAROOO
09

Sig. (2tailed)

df
1

5.600

.112

Mean
Difference
5.60000

95% Confidence Interval
of the Difference
Lower
-7.1062

Upper
18.3062

Black female/Hispanic female
One-Sample Test
Test Value = 5.0

t
VAROOO
09

Sig. (2tailed)

df
1

6.800

.093

Mean
Difference
6.80000

95% Confidence Interval
of the Difference
Lower
-5.9062

Upper
19.5062

Hispanic male/Hispanic female
One-Sample Test
Test Value = 5.0

t
VAROOO
10

1.200

Sig. (2tailed)

df
1

.442

Male/Female overall
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Mean
Difference
1.20000

95% Confidence Interval
of the Difference
Lower
-11.5062

Upper
13.9062

One-Sample Test
Test Value = 6.1

t
VAROOO
07

Sig. (2tailed)

df

1.600

1

.356

Mean
Difference
1.60000

95% Confidence Interval
of the Difference
Lower
-11.1062

Upper
14.3062

Maternal mortalitv
White/overall
One-Sample Test
Tesl Value = 15.1

VAR0000
4

t
-3.400

df
1

Sig. (2tailed)
.182
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Mean
Difference
-3.40000

95% Confidence Interval
of the Difference
Upper
Lower
-16.1062
9.3062

Black/overall
One-Sample Test
TestValue = 15.1

t
VAROOO
05

Sig. (2tailed)

df
1

24.100

.026

Mean
Difference
24.10000

95% Confidence Interval
of the Difference
Lower
11.3938

Upper
36.8062

Hispanic/overall
One-Sample Test
Tesl Value =15.1

t
VAROOO
06

Sig. (2tailed)

df

-5.500

1

.114

Mean
Difference
-5.50000

95% Confidence Interval
of the Difference
Lower
-18.2062

Upper
7.2062

Black/White
One-Sample Test
Test Value = 11.7

t
VAROOO
05

27.500

Sig. (2tailed)

df
1

.023

Hispanic/White
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Mean
Difference
27.50000

95% Confidence Interval
of the Difference
Lower
14.7938

Upper
40.2062

One-Sample Test
TestValue = 11.7

t
VAROOO
06

Sig. (2tailed)

df
1

-2.100

.283

Mean
Difference
-2.10000

95% Confidence Interval
of the Difference
Lower
-14.8062

Upper
10.6062

Hispanic/Black
One-Sample Test
Test Value = 39.2

t
VAROOO
06

Sig. (2tailed)

df
1

-29.600

.021

Mean
Difference
-29.60000

95% Confidence Interval
of the Difference
Lower

Upper

-42.3062

-16.8938

Life expectancy at birth
Black/White
One-Sample Test
Test Value = 78.2

t
VAROOO
02

-5.000

Sig. (2tailed)

df
1

.126
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Mean
Difference
-5.00000

95% Confidence Interval
of the Difference
Lower
-17.7062

Upper
7.7062

Hispanic/White
One-Sample Test
Test Value = 78.2

t
VAROOO
04

Sig. (2tailed)

df
1

2.400

.251

Mean
Difference
2.40000

95% Confidence Interval
of the Difference
Lower
-10.3062

Upper
15.1062

Hispanic/Black
One-Sample Test
Test Value = 73.2

t
VAROOO
04

Sig. (2tailed)

df
1

7.400

.086

Mean
Difference
7.40000

95% Confidence Interval
of the Difference
Lower
-5.3062

Upper
20.1062

White male/White female
One-Sample Test
Test Value = 80.6

t
VAROOO
02

Sig. (2tailed)

df

-4.900

1

.128

Black female/White female
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Mean
Difference
-4.90000

95% Confidence Interval
of the Difference
Lower
-17.6062

Upper
7.8062

One-Sample Test
Test Value = 80.6

t
VAROOO
04

Sig- (2tailed)

df

-4.100

1

.152

Mean
Difference
-4.10000

95% Confidence Interval
of the Difference
Lower
-16.8062

Upper
8.6062

Black male/White female
One-Sample Test
Test Value = 80.6

t
VAROOO
05

Sig. (2tailed)

df
1

-10.900

.058

Mean
Difference
-10.90000

95% Confidence Interval
of the Difference
Lower
-23.6062

Upper
1.8062

Hispanic female/White female
One-Sample Test
Tesl Value = 80.6

t
VAROOO
07

Sig. (2tailed)

df

2.500

1

.242

Mean
Difference
2.50000

Hispanic male/White female
One-Sample Test
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95% Confidence Interval
of the Difference
Lower
-10.2062

Upper
15.2062

Test Value = 80.6

t
VAROOO
08

Sig. (2tailed)

df

-2.700

1

.226

Mean
Difference
-2.70000

95% Confidence Interval
of the Difference
Lower
-15.4062

Upper
10.0062

Black female/White male
One-Sample Test
Test Value = 75.7

t
VAROOO
04

Sig. (2tailed)

df
1

.800

.570

Mean
Difference
.80000

95% Confidence Interval
of the Difference
Lower
-11.9062

Upper
13.5062

Black male/White male
One-Sample Test
Test Value = 75.7

t
VAROOO
05

Sig. (2tailed)

df

-6.000

1

.105

Mean
Difference
-6.00000

95% Confidence Interval
of the Difference
Lower
-18.7062

Upper
6.7062

Hispanic female/White male
One-Sample Test
Test Value = 75.7

t
VAROOO
07

7.400

Sig. (2tailed)

df
1

.086
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Mean
Difference
7.40000

95% Confidence Interval
of the Difference
Lower
-5.3062

Upper
20.1062

Hispanic male/White male
One-Sample Test
Test Value = 75.7

t
VAROOO
08

Sig. (2tailed)

df

2.200

1

.272

Mean
Difference
2.20000

95% Confidence Interval
of the Difference
Lower
-10.5062

Upper
14.9062

Black male/Black female
One-Sample Test
Test Value = 76.5

t
VAROOO
05

Sig. (2tailed)

df

-6.800

1

.093

Mean
Difference
-6.80000

95% Confidence Interval
of the Difference
Lower
-19.5062

Upper
5.9062

Hispanic female/Black female
One-Sample Test
Test Value = 76.5

t
VAROOO
07

Sig. (2tailed)

df

6.600

1

.096

Mean
Difference
6.60000

95% Confidence Interval
of the Difference
Lower
-6.1062

Upper
19.3062

Hispanic male/Black female
One-Sample Test
Test Value = 76.5

t

df

Sig. (2tailed)
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Mean
Difference

95% Confidence Interval
of the Difference
Lower

Upper

One-Sample Test
Test Value = 76.5

t
VAROOO
08

Sig. (2tailed)

df

1.400

1

.395

Mean
Difference
1.40000

95% Confidence Interval
of the Difference
Lower
-11.3062

Upper
14.1062

Hispanic female/Black male

One-Sample Test
Test Value = 69.7

t

df

13.400

VAROOO
07

Sig. (2tailed)
1

.047

Mean
Difference
13.40000

95% Confidence Interval
of the Difference
Lower
.6938

Upper
26.1062

Hispanic male/Black male

One-Sample Test
Test Value = 69.7

t
VAROOO
08

Sig- (2tailed)

df

8.200

1

.077

Mean
Difference
8.20000

Hispanic male/Hispanic female

|

|

One-Sample Test
Test Value = 83.1
121

95% Confidence Interval
of the Difference
Lower
-4.5062

Upper
20.9062

t
VAROOO
08

-5.200

Sig. (2tailed)

df
1

.121

122

Mean
Difference
-5.20000

95% Confidence Interval
of the Difference
Lower
-17.9062

Upper
7.5062
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